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RADIUM TREATMENT OF CANCER OF THE 
CERVIX. 


PALMER FINDLEY, M. D., F. A. C. S., 
OmaHa, NEBRASKA. 


The value of radium in the treatment of cancer 
of the cervix is not as yet established. It is extolled 
by a few and condemned by many, but the vast 
majority in the medical profession, of this and 
other countries, has no settled convictions on the 
value of radium in therapeutics. Certain it is that 
radium should be given an extended trial because 
enough is known of its therapeutic action to justify 
its use in all cases in which surgery cannot be in- 
voked. My modest contribution to the cause rests 
in the following abstracts of nine case reports, to- 
gether with such clinical deductions as seem war- 
ranted. 

The radium was administered by Dr. D. T. Quig- 
ley of Omaha, who has supplied the following notes 
on his methods of application: 

“The radium instruments used in this series of 
cases are four tubes, each containing a small fraction 
under 16 mg. radium element, one square applicator 
containing approximately 16 mg. radium element 
and a square containing 5 mg. radium element. The 
squares were used on the abdomen, just above the 
pubic bone, as cross fire. 

“The tubes used in the cervix or in the vault of 
the vagina were encased in %4 mm. silver. 

“In cases where the wall between the vagina and 
rectum, or between the bladder and vagina were 
so thin as to make it dangerous to use the silver 
tubes alone, they were further encased in tubes of 
1 mm. brass, and in some cases the brass was fur- 
ther covered with 1/3 to 1/2 inch gauze; this to 
get distance filtration; and the whole was covered 
with rubber dam. 

“The squares were always covered with 1 mm. 
brass screens, as only very penetrating beta and 
gamma rays are of use here. 

“In every case the most accurate approximation 
Possible was made between the tubes and the dis- 
eased area.” 

When desiring to apply radium immediately after 
an abdominal hysterectomy, a half inch pure India 
rubber tubing is stitched to the vault of the vagina. 
The anchored end is closed with sutures and is 
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made to protrude about one inch into the pelvis. 
The tube is long enough to extend beyond the vulvar 
outlet. The radium is attached to a stiff wire and 
passed the length of the tube. In this manner the 
radium is placed partly within the pelvis and partly 
in the vagina. The radium is readily removed and 
can be replaced in subsequent treatments with no 
inconvenience to the patient. 


CasEI. Mrs. W., age 58, no pregnancies, entered 
Clarkson Hospital, October 10, 1914. There was 
a foul vaginal discharge which later became bloody 
and was accompanied by pelvic pain and moderate 
loss of flesh. 

Examination revealed an advanced cancer of the 
cervix and extensive infiltration of the parametrium. 

Treatment. Cervix curetted, cauterized and ace- 
tone applied. Acetone applied three times in the 
following ten days. Two weeks later the following 
applications of radium were made: 

Six treatments, 12 hours each 32 mg. in silver 
tubes, together with 20 mg. cross fire on abdomen, 
1 mm. brass screen. 

I examined the patient two months later and 
found the uterus freely movable, entire absence of 
exudate in the pelvis, and the vault of the vagina 
perfectly healed. Eighteen months later she was 
again seen by Dr. Quigley who reported a cancer 
on the posterior wall of the rectum but no evidence 
of recurrence in or about the uterus. The patient 
died of the cancerous bowel about eighteen months 
from the date of the first application of radium. 

In this case the disappearance of the pelvic exu- 
date, together with all local manifestations of the 
disease was most gratifying. It is noted that to the 
time of her death (about eighteen months after the 
first application of radium), there was no evidence 
of recurrence in or about the uterus. 


CasE II. Mrs. P., age 48, 1-para, complained 
of a watery discharge beginning June, 1913. Later 
she was distressed with pain in the vagina and left 
side of pelvis. No alteration in the menstrual flow. 
There was found a cauliflower cancer of the cervix 
with marked infiltration of the left broad ligament. 

The cervix was curetted and cauterized and ace- 
tone applied. The acetone applications were re- 
peated seven times at intervals of three to ten days. 
The discharges disappeared but the pain persisted. 

November, 1914 radium was applied as follows: 

Two treatments 36 hours each, 
Sixteen treatments 12 hours each; 
32 mg silver tube; 


20 mg cross fire on abdomen. 
1 mm brass screen. 


In this case the large number of treatments were 
given because of the difficulty in controlling the 
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pain and the repeated recurrence of the growth at 
the vault of the vagina. 

Indeed it may be said that the radium had little 
control over the development of the growth in the 
excochleated cervix, nor did it lessen the pain: I 
doubt if the patient’s life was prolonged or her 
suffering lessened by the radium. She died in uremic 
coma about six months after the initial application 
of radium. 

Case III. Mrs. L., age 56, 0-para, complained 
of a heavy dragging sensation in the pelvis for the 
preceding two months and for three years antedat- 
ing her admission to the hospital, she had a foul, 
odorous vaginal discharge. Menopause established 
at 42 years of age. On admission to the Clarkson 
Hospital, July 1915, she was found to have an ad- 
vanced cancer of the cervix with extensive infiltra- 
tion of the left broad ligament and uterosacral liga- 
ments. 

The crevix was curetted and cauterized and 
acetone applied. At the-end of ten days the cellular 
exudate had largely disappeared and a radical ab- 
dominal hysterectomy was performed. Radium was 
applied at the end of operation as follows: 

July 12 
July 15 
July 17 
July 20 


Total 54 hours 


Five months later the patient developed intestinal 
obstruction. The abdomen was opened and the en- 
tire peritoneal cavity was found invaded with carci- 
noma. The patient died soon after the secondary 
operation. 

Case IV. Mrs. T., age 78, III.-para, entered the 
Clarkson Hospital, July 1915. For several years she 
had suffered from articular rheumatism and cardiac 
incompetency. For the six months preceding ad- 
mission there had been a bloody vaginal discharge. 
Examination revealed far advanced cancer of the 
cervix. The cervix was curetted and cauterized and 
acetone applied. Radium was later administered in 
the following manner: 


July 14 24 hours 
July 18 
July 22 15 hours 


Total 15 hours 
20 mg cross fire on abdomen. 
1 mm brass screen. 

No improvement was observed and patient died 
in about three weeks, from what her attending 
physician called heart failure. 

Case V. Mrs. H., age 46, was referred to me 
April 10, 1915, two weeks after amputation of the 
cervix. A diagnosis of cervix carcinoma had been 
made by two competent pathologists. A radical 
abdominal hysterectomy was performed and radium 
applied as follows: 

April 17 
April 18 
April 28 
April 29 
May 10 13 hours 


Total 56 hours 


First two treatments 20 mg cross fire on abdomen. 
1 mm brass screen. 


The patient suffered intensely from an irritable 
bladder. Later she developed pulmonary embolism 
but slowly recovered and lived for about one year. 
The condition of the pelvis at time of death not 
known. 

CasE VI. Mrs. H., age 50, I]-para, admitted to 
the Clarkson Hospital September 8, 1915, when 
radium was applied to a recurrent vaginal cancer. 
An abdominal hysterectomy had been performed 
some months before. Radium applied as follows: 


September 8 16 hours 
September 9 16 
October 22 

October 24 

February 26 

February 27 


Total "104 hours 
20 mg cross fire on abdomen. 
1 mm brass screen. 


Tnfiltration in the vaginal walls and_para- 
metrium disappeared under the influence of radium 
for a period of four months and then reappeared. 
Subsequent treatments failed to effect the growth 
to any noticeable degree and were abandoned. 

Case VII. Mrs. B., age 50, III.-para, was ad- 
mitted to Clarkson Hospital September 12, 1915. 
She had passed the menopause at 47 years of age. 
For three months she suffered from pelvic and 
bloody vaginal discharge. There was also cardiac 
decompensation and extreme anemia. 

She had an early cancer of the cervix. A total 
abdominal hysterectomy was performed and radium 
applied in the following manner: 


October 24 18 hours 
October 26 17 hours 


Tota! 35 hours 
20 mg cross fire on abdomen. 
1 mm brass screen. 


There was no evidence of recurrence ten months 
after the radium treatments. 

Case VIII. Mrs. A., 55 years of age, V.-para, 
entered Clarkson Hospital September 20, 1915. 
Menopause passed at 52 years of age. Complained 
of pelvic pain and bloody vaginal discharge for 
three months. Diagnosis, cancer of cervix with no 
palpable extension beyond the cervix. Radical ab- 
dominal hysterectomy performed and radium ap- 
plied as folows: 


October 4 15 hours 
October 6 16 hours 


Total 31 hours 

Abdominal wound failed to unite. Patient died 
of exhaustion eleven weeks after operation. 

Case IX. Miss C., age 23, 0-para, admitted to 
Clarkson Hospital July 13, 1915. 

Diagnosis: advanced cancer of cervix. 

Treatment. Initial curettage and application of 
acetone; 50 mg of radium were applied for a total 
of 84 hours at three intervals and at the end of 
three weeks a radical abdominal hysterectomy was 
performed. Following operation 50 mg radium was 
applied for a total of 30 hours in three intervals. 

Examination at intervals disclosed no evidence 
of recurrence until June 1916, when patient returned 
with a swelling in the right iliac fosca and great 
pain radiating down the right leg. The abdomen 
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was opened and a group of large glands found. 
A rubber tube was anchored to the margin of the 
abdominal incision and its distal end closed with 
sutures and placed to the side of the glands. 50 
mg radium was carried to the bottom of the tube 
and left for 4 hours. These exposures with radi- 
um were repeated twice. The results are as yet un- 
known but it was hoped that the pressure pains 
might be relieved by reducing the size of the glands. 
The pain had not been relieved three weeks after 
the treatments. 
CLINICAL DEDUCTIONS. 

First :—It will be observed that cases III., V., 
and IX., which were regarded as inoperable, be- 
came frankly operable after the application of the 
curette, cautery and radium. In each instance no 
enlarged lymph nodes or infiltrated tissues were 
observed when hysterectomy was performed. In 
case IX. the scrapings from the cervix were of a 
highly malignant type but Dr. Schultz, the patholo- 
gist, who made careful search for cancer cells in 
the removed uterus, was able to find only a nest 
or two of degenerated epithelium. The logical 
conclusion is that in radium we have a most valu- 
able agent in transforming an_ inoperable 
case into one that is operable. However, we 
must not imply that such cases are curable. Many 
of them we know are not cured and the time limit 
has not yet been reached for pronouncing any of 
them permanently cured. 

Second :—Case II. was not favorably influenced 
by the radium. There was recurrence in the vault 
of the vagina very shortly after three successive 
applications of radium. Here, as in another in- 
stance in my experience, radium failed to destroy 
completely the near lying cancer cells. 

Third :—In cases II., IV., VI., VIII., pain was 
only partly or not at all relieved by radium. In 
cases I., and VII., the pain was promptly relieved. 
In case V. the pain was intensified but was largely 
accounted for by an irritable bladder. 

Fourth :—Cases VII., and IX. suggest the import- 
ance of applying radium on the operating table fol- 
lowing hysterectomy. It is maintained that in so 
doing implantation of cancer cells at the seat of 
operation may be prevented. Case -V. suffered in- 
tensely from an irritable bladder. She was prob- 
ably overdosed. Case VIII. developed a vesico- 
vaginal fistula which promptly healed spontaneous- 
ly—she too was probably overdosed. It would seem 
advisable to limit the number of mg hours in post- 
operative cases to one-half or one-third the usual 
dosage. 

Fifth:—The rapidity with which the general 
peritoneal cavity was invaded in case III. suggests 
that the radium might have had a stimulating effect 
upon the cancerous growth. 


Sixth :—In cases IV. and VIII. the patients failed 
to react well to the radium treatments. They de- 
veloped a toxic condition and it was thought that 
death might have been hastened by the action of 
the radium. Here again it is possible that she were 
overdosed. 

Seventh :—Two of the nine patients are still liv- 
ing; one after a period of fourteen months, the 
other ten months. In one there is no evidence of re- 
currence and in the other (case IX.) the enlarged 
lymph nodes in the right iliac region, which have 
lately developed, are highly suggestive of recurr- 
ence. 

Eighth :—Finally it is fair to conclude that radium 
has a place in the treatment of cancer of the cervix. 
It is our most effective means of relieving dis- 
tressing symptoms, it prolongs life in nearly all 
instances, it converts many inoperable cases into 
operable cases, but as yet we can say nothing of the 
curability of these cases. 


PROLAPSUS UTERI: WITH ESPECIAL 
REFERENCE TO THE WATKINS- 
WERTHEIM OPERATION. 

Louis Frank, M.D., F.A.C.S., 
LouISVILLE. 


The term “prolapsus uteri” should be used to 
designate only that extreme degree of uterine de- 
scent in which the organ protrudes more or less 
completely from the vulvar orifice. Other and les- 
ser degrees of descensus may be included in the 
term procidentia, which does not necessarily imply 
that protrusion has or will occur. Where. the 
uterus occupies other abnormal positions, the devi- 
ation should be known as displacement, of which 
there are many varieties. 

Both procidentia and prolapsus uteri, with or 
without complicating cystocele or rectocele, are ab- 
normalities quite commonly observed in multipare. 
While uterine displacements are frequently encoun- 
tered in nullipare, greater degrees of deviation are 
rare; yet I have recently had under observation 
two virgins in whom prolapsus was extreme and 
complicated by cystocele; the rectal structures were 
not involved in either case. In multipare there 
are also usually present cervical and perineal lacera- 
tions; serious injury to the levator ani muscle has 
oftentimes occurred; the vaginal walls may be 
either ruptured or inordinately elongated; the so- 
called “pelvic floor,” which was formerly believed 
to constitute the sole support of the intrapelvic vis- 
cera, is therefore more or less completely de- 
stroyed. In nullipare of course these productive 
causative factors are non-existent, and the prolap- 
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sus is difficult of explanation excepting upon the 
doubtful hypothesis of inherent muscular and 
ligamentous instability. 

In the first attempt to rectify uterine prolapse 
non-surgical measures were employed, viz., manual 
reposition, and in uncomplicated cases of moderate 
degree this was often at least partially successful, 
the corpus and cervix uteri temporarily remaining 
within the ostium vaginz. However, the prolapse 
frequently recurred, particularly if the patient 
thereafter became pregnant, and it is well known 
that moderate degrees of descensus constitute no 
permanent bar to conception in those of child- 
bearing age. Obviously in complete prolapses this 
method of treatment was unavailing, especially 
where the urinary bladder and rectum participated 
in the protrusion. Therefore it soon became appar- 
ent that non-surgical methods were ineffectual in 
the treatment of both complicated and uncompli- 
cated uterine prolapse. 

The operative procedures which have been de- 
vised and practiced for the rectification of prolap- 
sus and procidentia uteri are too numerous to be 
adequately described in this short paper, therefore 
only a few of them can be briefly outlined. It may 
be stated in advance, however, that prior to the 
development and perfection of the Watkins- 
Wertheim procedure, there had been suggested no 
method of dealing with certain of these unfortu- 
nate patients (especially where prolapse was com- 
plicated by cystocele or rectocele) that could be 
considered even reasonably satisfactory from the 
standpoint of both the patient and the surgeon. 

Some of the older methods contemplated immedi- 
ate excision of the protruding uterus. While, of 
course, this was successful in ridding the patient of 
the prolapsed organ, the complicating rectocele or 
cystocele either remained unreduced or the pro- 
trusion was increased. Removal of the corpus and 
cervix uteri created an additional space, which was 
immediately occupied by the rectal and cystic struc- 
tures, thus permitting greater rectal and vesical sac- 
culation with aggravation of preexisting discomfort. 

The so-called Alexander (Alexander-Adams) 
operation was suggested as being more appropriate 
than any operation previously devised. The uterine 
corpus was accordingly elevated, and the supporting 
ligaments shortened by overlapping and suture 
through a celiotomy opening, in the hope that the 
uterus would be thereby maintained in proper posi- 
tion. It is interesting to note that this operation 
was first performed by Alquie, in 1841, but did not 
become popular until rediscovered by Alexander and 
his followers about 1882. In many instances the 
operation proved successful in the hands of its orig- 


inators, but was inapplicable where the rectal and 
vesical walls participated in the descensus. 

The operative procedures and modifications al- 
most without number devised and practiced by vari- 
ous surgeons (Stoltz, Emmet, Martin, Murphy, 
Goffe, Kocher, Crile, Eastman, Freund, Schauta, 
Stone, Bandler, Harris, and a host of others), both 
ancient and modern, were also only partially satis- 
factory, in many instances not permanently rectify- 
ing the existing uterine deviation, especially where 
cystocele or rectocele was associated with the pro- 
lapsus. It must be remembered that in certain 
cases cervical laceration, hypertrophy or elongation 
may necessitate trachelorrhaphy or amputation; 
damage to the rectal structures,—particularly the 
levator ani muscle,—requires repair ; perineorrhaphy 
and colporrhaphy must oftentimes be performed to 
permanently rectify the uterine descensus and its 
attending complications. 

That the procedures briefly mentioned, some of 
which seemed technically perfect and theoretically 
ideal, failed in actual application to accomplish the 
desired results in complicated prolapsus uteri, indi- 
cated that. the basic principle of each must be de- 
fective. The pertinent facts were apparently over- 
looked that (a) the so-called pelvic floor does not 
constitute the sole support of the intra-pelvic viscera, 
that (b) the uterus is normally a movable organ 
suspended in the pelvis by ligamentous attachments. 
However, broad and round ligament plication had 
proved unsatisfactory, in that the procedure was 
not only unproductive of permanent restoration 
of the deviated uterus, but also failed to overcome 
the existing and rectal complications. 

The real reasons for failure attending operative 
methods previously in vogue for rectification of 
uterine prolapse are now believed to be: (a) inade- 
quate understanding of the nature, gravity and ex- 
tent of the anatomic defects and structural damage 
in each case, (b) failure in appreciation of the char- 
acter of the operative procedures required to rectify 
the conditions present both at the time of the opera- 
tion and which might develop subsequent thereto. 
In the larger percentage of these cases in reality 
there exists a true hernia vesicalis, which in its 
descent has dragged the elongated cervix uteri with 
it. The uterine corpus may participate in the des- 
census, or may practically occupy its normal posi- 
tion; on the other hand, there may be no cervical 
descent nor hypertrophy ; there may or may not be 
a coexistent rectocele. To treat all these anatomical 
defects in a similar manner would certainly be a 
most serious surgical mistake, and careful study 
must be accorded existing pathology here as else- 
where before one can determine the extent and char- 
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acter of the operation which is most appropriate for 
the individual case. 


As already indicated the operation devised by 
Watkins and Wertheim ‘is applicable to the greatest 
number of complicated or uncomplicated cases of 
procidentia and prolapsus uteri, and by virtue of this 
fact has rightfully superseded practically all other 
surgical procedures for the class of cases under 
consideration. I have performed the operation many 
times during the last few years, and the results in 
nearly every instance have been satisfactory. The 
technique may be briefly described as follows: 


The patient is prepared in the usual manner, and 
after being anesthetized (nitrous oxid and oxygen) 
is placed in the lithotomy position. Grasp the 
anterior cervical lip with Volsellum forceps ; sepa- 
rate the anterior vaginal wall from the cervix by a 
semilunar incision; incise the anterior vaginal wall 
from the cervix to within an inch of the meatus 
urinarius in the median line, care being exercised to 
avoid injuring the bladder. With gauze-covered 
finger separate the bladder from the uterus by blunt 
dissection ; the utero-vesical fold of peritoneum will 
appear as a thin, freely movable layer between the 
finger and the uterine body. Care must be exercised 
to prevent perforating the bladder with the finger. 
As the attachment. of bladder to uterus is firmer in 
the median line than the sides, separation is facili- 
tated by first working along either side. The anterior 
vaginal wall is now grasped at the edge of the inci- 
sion with eight-inch forceps and separated from the 
bladder by gauze pressure. The separation should 
extend over the greater portion of the existing cys- 
tocele making flaps sufficiently large to cover the 
uterus when brought into the vagina. The peri- 
toneum may be perforated with the finger or grasped 
with forceps and incised, the opening being then di- 
lated sufficiently to permit delivery of the uterus. 
The uterus is then delivered into the vaginal canal 
by passing the finger over the fundus or broad liga- 
ment, or by grasping the fundus with bullet forceps. 
The anterior wall of the uterus should not be grasped 
and an attempt made to deliver through the peri- 
toneal opening, as the diameters of this segment are 
greater than that of the fundus. A suture is now 
introduced. through the vaginal flap near the urethra, 
then through the uterine body and the opposite flap 
at a corresponding point. The fundus should be 
drawn sufficiently downward to support the pro- 
lapsed bladder wall, but not to press upon the ureth- 
ra and thus interfere with micturition. This suture 
is then tied and the required number of others in- 
serted parallel thereto. The remaining portion of 
the wound is then closed. . Where the cystocele is 


very large, a portion of the redundant vaginal flap 
may be excised. 

The principles of the operation, as explained by 
Watkins, are: (1) The bladder is supported by and 
rests upon the posterior wall of the uterus. (2) The 
uterus is elevated in the pelvis by being tipped for- 
ward,—in fact, its position is changed about 180°. 

The twist in the broad ligaments produced ‘by 
the changed position of the uterus perceptibly short- 
ens them. (3) The tendencies for the uterus and 
bladder to prolapse following the operation are an- 
tagonistic, as any sagging of the bladder increases 
the anterior displacement of the uterus,-and any 
prolapse of the uterus elevates the bladder wall. 

So far as can be ascertained the only objections 
which have been urged against the Watkins-Wer- 
theim operation are: (1) Its employment is con- 
traindicated, without certain modifications, during 
the child-bearing period because of complications 
which might arise during pregnancy and parturition. 
This objection, however, seems unimportant since 
extensive uterine prolapses and cystocele usually oc- 
cur after the menopause. (2) The difficult tech- 
nique incident thereto. This objection also seems 
untenable as the technique is no more difficult than 
that incident to other operations sufficiently radical 
to offer permanent correction of extensive prolapsus. 

Even in complete uterine prolapse, if the uterus 
be not seriously diseased, a modified Watkins- 
Wertheim operation seems preferable to hysterecto- 
my, as the uterus affords ideal support for the pro- 
lapsed ladder. “This modification is made by sever- 
ing a portion of the base of each broad ligament 
from the cervix and by suture of the free ends of 
the broad ligaments together in front of the cervix.” 
(Watkins). 

If the operation be performed during the child- 
bearing period, the isthmic portions of the Fallopian 
tubes should be excised and the uterine ends closed 
by suture making a sero-serous approximation. 
However, where it is inadvisable to render the wo- 
men sterile, the uterine body may be left free in 
the pelvic cavity, the anterior vaginal wall being 
sutured to the round ligaments and the lower sur- 
face of the uterine body. “In exceptional cases, the 
base of each broad ligament may be severed, and 
united in front of the cervix.” (Watkins). 

Mayo divides uterine prolapse into three groups: © 
(1) During the child-bearing period where there is 
usually supravaginal hypertrophy of the cervix, the 
vaginal face of the cervix protruding from the vulva, 
the uterine body remaining in the pelvis; the result- 
ing cystocele and rectocele are seldom of extreme 
degree. (2) During the age period from forty-five 
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to fifty-five, when the child-bearing ‘function is ‘no 
longer of consequence. (3) In elderly women with 
advanced uterine atrophy, the uterus, cystocele, rec- 
tocele and oftentimes the entire vagina being out- 
‘side the body; the scystocele is usually the most 
striking feature, especially in groups two and three; 
“it is a condition most difficult to remedy, and one 
which must be remedied to cure the patient.” 
(Mayo). 

The older operations for cystocele, for example 
those of Martin and Stoltz, have long been aband- 
oned because the scar tissues which were formed 
by narrowing the vagina failed to control this phase 
of the pathology. “The secret of cure in all of 
these cases therefore lies in loosening the bladder 
and by some means restoring it to its position in the 
upper pelvis and lower abdomen.” (Mayo). 

I believe the majority of us will agree with Mayo 
in the statement that the principles of the Watkins- 
Wertheim operation are correct, inasmuch as the 
bladder is first separated from the vagina and then 
from the anterior wall of the uterus, thus restoring 
the bladder to the abdominal cavity and: drawing 
the fundus of the uterus forward into complete 
anteversion with suture to the anterior vaginal wall, 
so that the bladder will lie within the abdominal 
cavity on the posterior wall of the uterus. When 
the bladder fills with urine it exerts upward traction 
instead of downward pressure. 

In conclusion it seems appropriate to suggest divi- 
sion of the indications for operative treatment of 
prolapsus and procidentia uteri into three age 
periods: (1) In the child-bearing period; (2) In 
middle age; (3) In more elderly subjects. 

In young women the importance of preserving 
the child-bearing function cannot be ignored. In 
such cases high cervical amputation, supplemented 
by the Alexander procedure and some method of 
perineorrhaphy having a tendency to elongate the 
posterior vaginal wall, should first be undertaken. 
In the event of failure one still has recourse to the 
more radical operative procedures. Mayo claims 
that the surgical combination will readily effect a 
cure in at least ninety-six per cent. of these patients. 

In middle-aged women with marked cystocele 
where the uterus is not atrophic, the Watkins-Wer- 
theim operation has the greatest field of usefulness. 
However, if the uterus be not approximately normal 
in size, failure may attend the operation regardless 
of how carefully it may be performed. In cases 
where cystocele is not a prominent feature, partial 
separation of the bladder from the uterus, with 
attachment of the anterior vaginal wall to the uterus 
beneath the bladder, may produce satisfactory re- 
sults, 


In ‘elderly women where :uterine atrophy has 
usually ensued, hysterectomy offers the best chance 
of permanent cure. In-such «cases Mayo: advises 
his “vagino-pelvic fixationoperation.” ~He:says:that 
“the principles on which-this.operation depends: are 
very simple; the -vaginal wall qwith oats attachment 
to the cervix lies outside the body. By removal of 


the uterus and usually of the ovaries .and tubes, the 


round and broad ligaments can be secured high in 
the pelvic cavity, and that part of the vaginal wall 
which was attached to the cervix outside of the 
body is fixed to the round and broad ligament stumps 
inside the pelvis.” He-.adds ccantion that the 
vaginal wall should be made to surround’the stumps 
in such manner as to furnish broad areas for union, 
that hysterectomy without such firm attachments 
only makes matters worse, since the entire vagina 
prolapses subsequently producing a condition ex- 
ceedingly difficult to rectify. 

Kocher has developed an operation for prolapsus 
which marsupializes the entire body of the uterus. 
The abdomen is opened in the median line, the 
uterus is drawn upward, and the peritoneum drawn 
about the cervix, the abdominal walls and aponeur- 
osis being made to grasp the uterus just above the 
cervix. The fundus of the uterus is then implanted 
so that it can be felt as a rounded tumor just be- 
neath the skin. If the patient be in the child-bearing 
period, the tubes are disconnected from the uterus. 
Two excellent modifications of this method have 
been produced, one by Crile and the other by East- 
man. (Mayo). 
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PELVIC MASSAGE IN THE TREATMENT 
OF POST-OPERATIVE ADHESIONS. 
FERDINAND Hers, M. D., 

Cuicaco, It. 


It is a matter of serious import that adhesions de- 
veloping after surgical procedures within the pelvic 
cavity of women are apt to jeopardize the good re- 
sults of otherwise successful operations and in many 
instances create conditions so serious that more 
operations are required for their relief. 

Considering these facts, together with the fre- 
quency of post-operative pelvic adhesions, it is 
rather surprising to note how little is said in Ameri- 
can literature in reference to the treatment of this 
affliction. It almost seems as if the impression 
prevails among physicians that nothing short of 
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surgical interference can be employed in -the case 
of pelvic adhesions with any hope of. success. 

This impression, however, is not warranted. It 
is true that the attempts of surgeons to prevent 
these adhesions by carefully covering all denuded 
surfaces, by applying paraffin or oil during the 
operation, and by other precautionary measures, 
have not been very successful so far. Neverthe- 
less, there are well accredited means at hand to not 
only measurably prevent pelvic adhesions, but also 
to treat them successfully, should they develop. 
These means are afforded by Pelvic Massage. 

In order to thoroughly comprehend in what man- 
ner pelvic massage may be of help in solving the 
seemingly difficult problem, let us recall that ad- 
hesions are most likely to develop on those areas of 
the peritoneum that have been deprived of their 
epithelium. There are two ways in which the loss 


Fig. 1. The treatment by between the 


adnexa and the pelvic walls. 

of protecting epithelium may happen: First, by 
allowing denuded surfaces to remain uncovered 
when closing the abdominal cavity, or by the mere 
handling of the pelvic organs during operation, if 
this handling is rough or long continued. Second, 
the same result is accomplished if, instead of de- 
priving areas of their epithelium, the surface of 
the latter is covered with exudation, however slight, 
as it frequently happens in consequence of the un- 
avoidable reaction following the operation. 

In both instances the effect is the same. The 
opposite surfaces—first—simply glue together, but 
later, if allowed to remain in their approximation, 
they grow together in consequence of the organ- 
ization and fibrous tissue formation occurring in 
the exudation. 


.From the above it becomes apparent that the de- 
velopment of adhesions is not necessarily the re- 
sult of neglect or lack-of surgical skill. They are 
usually the product of “chance,” due to the unavoid- 
able-injury to which the tissues must be subjected, 
and are but the natural results of the disturbances 
of the circulation, the swelling and the tissue in- 
filtration. No blame can justly fall upon the surgeon 
for the formation of adhesions unless he has neglect- 
ed to employ during and after the operation those 
measures of prevention that modern science has 
placed at his disposal. 

To these latter belong first of all massage by 
virtue of its very nature, its mode of application 
and the results achieved by it. It takes away the 
dangerous element of “charice,’ breaks up the 
harmful approximation of the organs and reduces 
in the shortest possible time existing swellings and 


Fig. 2. The treatment by massage of adhesions between the 
adnexa and a loop of intestines. 


tissue. infiltrations, thus removing the very condi- 
tions which are the principle causes for the forma- 
tion of adhesions. 

The anatomical construction of the female pelvis 
is very favorable for the application of massage. 
All its organs are readily accessible, so that ad- 
hesions may be located accurately, and thus may 
readily be treated, if they have formed, or may be 
prevented from forming, if the treatment is begun 
early enough. Skill and experience, of course, are 
required. Treatments should not be applied except 
by a thoroughly competent physician, well versed 
im gynecological work, who has fingers long enough 
to reach with ease any part within the pelvic cavity, 
as-explained elsewhere.* The inexperienced doctor 


*N. Y. Medical Journal, September 30, 1916, p. 639. 
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is a dangerous masseur. If applied properly and 
with due caution, however, pelvic massage is a safe, 
reliable and effective method for the treatment of 
pelvic adhesions. 

Danger from breaking adhesions is not present, if 
the work is done slowly and carefully. Many of 
them have yielded under my hands without causing 
the slightest untoward consequence. A distinct 
snap marks the moment when the tear occurs and 
it is followed by ar increased movability of the 
organ treated. 

The time when massage should be commenced 
cannot be stated definitely. All depends upon the 
extend of the operation and the reaction of the pa- 
tient. Massage should never be begun at a time 
when there is still danger from bleeding or so long 
as a recrudescence of the inflammation may be 
feared, nor should massage be postponed until the 
adhesions are firm and solid. Asa rule, a beginning 
may be safely made when the abdominal wound is 
securely healed. 

What is said of the time to begin holds good as 
to the amount of massage to be applied. It should 
be measured out according to circumstances. Good 
judgment based upon sufficient experience is the 
safest guide. However, in order to be sure, it is 
well to give the first treatments in a tentative way, 
very light and not longer than, perhaps, a minute 
or two. The subsequent reactions will determine 
how quickly the later treatments can ‘be pushed. 
The resultant pain should never be severe or lasting ; 
and under no circumstances should another treat- 
ment be given before the reaction from the previous 
one has completely subsided. If these precautions 
aré not followed, or if the treatments are given 
roughly and without due regard to the feelings of 
the patient, infmite harm may be done and the op- 
posite be accomplished of that which is sought. 

To hasten the subsidence of the reaction and to 
reduce as quickly as possible existing swellings or 
infiltrations, electricity or light treatments, especial- 
ly the latter, are of decided benefit. They have 
proved eminently successful in my own practice. 

How much may be expected from pelvic massage 
in the prevention and treatment of forming or new- 
ly formed adhesions can easily be deduced from the 
fact that even old and thoroughly tight adhesions 
may be stretched or broken, as the case may be. No 
mere tightness of adhesions is alone a bar to suc- 
cess. Thus, Thure Brandt, the great master of 
pelvic massage, succeeded in loosening by simple 
treatments retroflexed uteri, welded firmly to the 
sacrum, which the well-known Prof. B. S. Schultze, 
of Jena, had vainly attempted to tear off forcibly 


in narcosis. What Thure Brandt did in those days 
can be done today if the pelvic masseur is thoroughly 
equipped for his work and possesses the qualifica- 
tions required. 

With the possibilities of pelvic massage in the 
prevention and treatment of post-operative ad- 
hesions so obvious, it would seem the part of wis- 
dom, as a precautionary measure, for the surgeon 
to make a routine examination of his gynecological 
patients shortly after the operation, with the same 
end in view that prompts the careful obstetrician to 
insist on an examination of the young mother short- 
ly after the confinernent, in order to detect patho- 
logical conditions at-a time when they most readily 
yield to treatment. If surgeons as a class would 
adopt this common-sense measure and have pelvic 
massage applied in all instances in which they find 
undue swelling, sensitiveness or infiltration, or 
where, for other reasons, the formation of ad- 
hesions is expected, it would prove a long step for- 
ward in giving better and more satisfactory service 
to the public. However, to get the best results, a 
closer connection and a better cooperation than 
exists today between the surgeon and the expert 
pelvic masseur seems. most desirable and is earnestly 
recommended. 

30 N. Micuican Bivp. 


CONCURRING TUMORS IN WOMEN. 


Cystoma ovarii, fibromyoma uteri, and fibroma 
sarcomatosum pararenale. 
FREDERICK-Emit Neer, M. D., 


Adjunct Professor in Gynecology, Fordham University 
School of Medicine. 


New York City. 


In connection with the life cycle and clinical be- 
havior of tumors in general, especially with refer- 
ence to the vital question of malignancy, their 
comparative study may be of considerable moment. 
The modifying effect of constitutional peculiarity 
can be eliminated by making such comparative 
observations on several newgrowths that happen 
to occur in the lifetime of a family or individual; 
one acting as the control tumor, so to speak, for 
the other. With this in mind, in the following case, 
the clinical data of the more commonplace, as well 
as those of the more interesting growths are re- 
counted in detail. . 

A number of years after the removal of a tumor 
of the womb, the patient developed in the region 
of the kidney another neoplasm. At first this ap- 
peared to have all the histological characteristics of 
a simple, moderately cellular fibroma, but recurred 
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subsequently as a spindle-cell sarcoma of consider- 
able malignancy. 

The mother of the patient was up and about at 
the age of seventy-six, with a large, slowly growing 
cystic tumor that emanated from the pelvis and filled 
the abdomen. Excepting this, there was no record 
of newgrowths elsewhere in the family. The tumor 
history extended over a long period of time. The 
menstrual bleeding was always regular and painless, 
not excessive in quantity, and lasted about three 
days, until the menopause set in, approximately at 
the age of fifty. Only once, at sixty-nine, slight 
bleeding from the generative tract occurred, and 
continued one or two days. About this time the ab- 


domen enlarged visibly. Both lower extremities be- . 


gan to swell, and although confined to bed for ten 
months, the edema never entirely disappeared. The 
pressure from above increased the existing cystocele, 
so that the latter frequently had to be reduced, be- 
fore the bladder could be emptied. The tumor mass 
increased in size during the following eight years. 
Pain in the abdomen and back, greater frequency 
in micturition, decreased appetite, constipation, all 
announced themselves in the past year; but, these 
complaints were trifling when compared with the 
great bulk of the growth. Besides its unequal con- 
sistency, the tumor bore the physical earmarks of 
an ovarian cystoma. 

The history of the patient’s mother, when com- 
pared with that of the patient herself, may be of 
significance to those who cherish the belief that it is 
not altogether accidental that tumors are occasion- 
ally found associated with each other in families 
in more or less striking groups. 

According to the natural grouping of events, the 
tumor history of the patient herself may be con- 
veniently divided into three parts. The first part 
comprises the history of a fibroid uterus; the sec- 
ond part, the advent of the pararenal tumor; the 
third part, the first and second reappearance of the 
pararenal growth after operation. 

Part I.—The fibroid uterus. Mrs. Josephine H. 
(P. R. No. 1508) was born of French parents in this 
city. She was never seriously ill during childhood. 
Married at the age of twenty-three, she lived with 
her husband for eleven years. Ten months after 
her marriage twin boys were born. One baby was 
very small and lived only two weeks; the other, al- 
though breastfed, and initially healthy, died at four 
months of “summer complaint.” Although the birth 
was normal and without sequelae excepting occa- 
sional pain in the right iliac region, she never became 
pregnant again. 

With reference to later developments more perti- 


nent information can be obtained from a critical 
review of the patient’s menstrual record. ~ 

After the twelfth year, when the age of puberty 
was reached, the menstrual period recurred regular- 
ly every fourth week. Since the patient had always 
been subject to headaches even before puberty, no 
particular significance was attached to their incon- 
stant occurrence either immediately before or after 
the menstruation. With the exception of head- 
aches occasionally, there was nothing which could 
be attributed to exaggerated catamenial molimina ; 
nor was there any pathological discharge. The 
menstruation was painless, and the period physi- 
ological, except in this, that the flow which accom- 
panied it was always somewhat increased—habitual 
menorrhagia. During four days, at least four nap- 
kins would be saturated with blood daily, while on 
the fifth day the flow began to subside. Marriage 
and the intercurrent confinement effected no change 
in its general character. After confinement the 
usual flow returned within six weeks and continued 
to reappear according to its former four-weekly 
type. At the same time, the patient nursed her baby 
and lactation was unimpaired. 

Although it may occur as a family trait, and 
there is no evidence that there exists any direct 
causal relation ; it is known that in one definite group 
of cases, habitual menorrhagia is the forerunner of 
fibroid growths of the womb. The actual begin- 
ning of trouble in the pelvic region was reflected 
later, in the progressive increase in the menstrual 
flow that became noticeable at the age of 38. From 
this time on, the menstrual bleeding, besides in- 
creasing in quantity, as many as seven napkins be- 
ing required daily, also became more protracted, 
lasting six days and longer. 

With all, there was no trace of bleeding, outside 
of the menstrual time. There was not the metrorr- 
hagia which occurs in any process entailing sur- 
face destruction of the endometrium, as is the case, 
for example, in the ulceration which accompanies 
cancerous growths of the womb. 


About this time—at the age of thirty-eight—the 
patient had an attack of pelvic pain, which appeared 
to be due to some local pelvic inflammation. Two 
years elapsed before she reported to her family 
physician Dr. E. Kingsbury Ross, who correctly 
interpreted the condition as incident to a fibroid 
uterus. 

The anemia, secondary to uterine bleeding was 
never very pronounced; with seventy per centum 
hemoglobin, there was some anisocytosis and poly- 
chromatophilia. Coincident with a pre-operative 
temperature elevation of 100.4° F. per rectum, the 
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white cell differential count was also slightly dis- 
turbed :— 
Polymorphnuclear neutrophiles 
Eosinophiles 
Basophiles 
Transitional cells 
Lymphocytes 

From the urine analysis, the frequency of micturi- 
tion complained of by the patient, was not due to an 
actual cystitis, but reflex in origin. The bladder 
was kept in an irritable state by ingoing impulses 
set up by the pressure of the tumor in its intimate 
relation with it—impulses transmitted along spinal 
fibres, most of which are incorporated in the in- 
ferior hypogastric plexus of nerves. 

As far as the kidney itself is concerned, it should 
be stated, that routine urine examination was re- 
ported, but search for casts in a centrifugalized 
specimen by special methods, as well as blood pres- 
sure readings were wanting. In general, on phys- 
ical examination the respiratory, the digestive, the 
circulatory systems revealed no gross lesions. 

Operation (June 17, 1908) confirmed the diag- 
nosis of fibroid uterus of moderate size ; the pus-dis- 
tetided tube on the right side was apparently due to a 
secondary infection, and probably gave rise to the 
attacks of pelvic pain in the course of its develop- 
ment. 

After disposing of the pyosalpinx by immediate 
removal, in order to guard against spilling its con- 
tents later in the course of operation; supravaginal 
hysterectomy was added, together with the excision 
of the other tube and ovary. 

' After operation, the patient had four abortive 
menstrual periods; and then, all manifestations of 
the menstrual function ceased entirely. Each period 
was ushered in by lassitude; dark rings below the 
eyes. Mild menstrual molimina lasted for two days, 
but there was neither menstrual bleeding, nor men- 
strual discharge. 

Revision of the pelvic status six years after opera- 
tion corroborated the pathologist’s finding that the 
growth was really a simple fibromyoma and had no 
malignant tendencies. The cervical stump was free- 
ly movable ; there was no mass, no infiitration in the 
fornices. As the result of involution, complete 
atresia of the cervical canal had taken place; only 
a small dimple marking the site of the external os. 
The abdominal scar was soft and pliable, and faintly 
pigmented, not more than might be expected in an 
individual of distinct brunette type. 

Examination of the structure removed at opera- 
tion showed that the tumor was largely a solitary 
one, well encapsulated, spheroidal in shape, meas- 
uring 2)4 inches in diameter, intramural in location 


77% 
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involving principally the anterior wall of the uterus, 
above the level of the peritoneal reflection upon the 
bladder (Figure 1). These findings together with 
the existence of a pyosalpinx on the right side, 
tallied with the patient’s symptomatology. 

Dr. Jacob Diner and the late Dr. Chas. Z. Garside 
examined sections from the tumor, with and without 
Weigert’s method of staining, and showed the neo- 
plasm to be a typical fibromyoma, consisting largely 
of fibrous tissue with but few smooth muscle cells. 

If it is approximately correct, to assume that the 
appearance of a progressively increasing menstrual 
flow, marks the time when active growth of the 
tumor began ; the tumor must have required at least 
two years, to reach its present size. This estimate 
would make its rate of growth comparatively slow, 


Anterior view of fibroid uterus. AA—A solitary tumor 


intobing the anterior wall of the womb above the leve 
utero-vesical fold. B—Stump of left round ligament. 
tube. D-E—Broad ligament and ovary. F—Right sided pyosalpinx. 
which is characteristic of the usual fibroid tumors 
of the womb; and goes hand in hand with their 
benignity. This behavior will be found to be in 
striking contrast to that of the pararenal newgrowth 
which is subsequently to be considered. 
Embryologically a relationship between the loca- 
tion of this and subsequent tumors is not apparent, 
since the kidney originates from the posterior part 
of the segmental organ, the metanephros; while the 
womb, is developed from the middle portion of 
Miiller’s ducts, which are originally in relation to 
the pronephros, the anterior part of the segmental 
organ. In this connection the fact however might 
be recalled, that anomalies involving the . female 
generative tract are usually unilateral; and in such 
instances, the kidney on the same side may some- 
times also be implicated. If inclusions of embryonal 
cell groups may be classed as microscopic anomalies 
of developmental origin, such conditions might oc- 
cur, for example, in one kidney, as well as in the 
corresponding side of the womb; and, give rise to 
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tumors in one or both organs, later in life, under the 
influence of the tumor-inciting agent or cause, what- 
ever it be. 
Part IIl.—Pararenal tumor. The patient weighed 
but 87 Ibs. after the first operation; and, recovered 
slowly, from the effect of the drain of tumor growth, 
exsanguination and fever, reached a weight of 100 
Ibs. in the course of one year, remaining at this level 
for another year. The improvement in her physical 
condition became quite apparent, although her maxi- 
mum weight of 110 lbs. was at no time regained. 
Two years after operation, pain which radiated 
upward in the back, and forward towards the navel, 
began to be felt in the left lumbar region. The 
pain increased in walking. Subsequently the sensa- 
tion of weight led the patient to discover a mass in 
the left side of her abdomen, which enlarged slowly 
at first, but during the last six months before surg- 
ical intervention, increased more rapidly in bulk. If 
it may be assumed clinically, that the active tumor 
development began(no later than the radiating pain 
in the lumbar region; then, the period of tumor- 
growth before operation was, at least, twenty-one 
months. During this time, the mass reached the 
size of an adult’s head. Approximately speaking, 
therefore, the rate of growth of the tumor was about 
one-half that of the “normal tumor of pregnancy.” 
Coincidently, there was no disturbance in the 
functions of the stomach, large bowel or spleen. 
There were no symptoms referable to the urinary 
organs, excepting a slightly increased frequency in 
micturition. The patient suffered from headaches 
of the same general character as always—the head- 
aches appearing about 6 A. M. on arising, lasted 
until about 11 A. M. The routine urine examination 
revealed no kidney lesion. . Albumen, sugar and 
casts were absent; red cells, pus cells, and kidney 
epithelium also: the only cells were vulvo-vaginal, 
and these few in number. The total quantity of 
urine was ample; the urea content 2.4%. 
The blood examination showed 85% hemoglobin 
and the following white cell differential count: 
Polymorphnuclear neutrophiles 


Large lymphocytes 
Small lymphocytes 
The highest temperature per rectum recorded be- 
fore operation was 100° F. The patient was, as al- 
ways, the slender vivaceous woman; but there were 
unusually dark rings about her eyes, due to worry 
and lack of sleep on account of the growing mass. 
The tongue was clean, but the appetite slight. The 
pulse was rather slow, the individual beats appeared 
somewhat hard and accentuated to the counting 
finger, 


A large, vertically ovoid mass with a deep notch, 
directed downward and mesially toward the um- 
bilicus, occupied the upper portion of the abdomen 
on the left side. The mass moved with respiration, 
beneath the palpating hand; its surface was relative- 
ly smooth ; it was solid or semi-elastic in consistency, 
and not tender. There was no increased, dulness 
upward in the splenic region, when the patient was 
placed in the right latero-prone position, with the 
left arm immediately overhead. While examining 
in the anterior axillary vertical, the lower border 
of the spleen, although rather indefinitely palpable, 
seemed independent and in front of the upper pole 
of the tumor mass. Vaginal examination disclosed 
no connection with the pelvis. The cervical stump 
was freely movable in all directions, and traction 


Fig. II. Antero-mesial aspect of the original Pararenal growth. 
h-ienan Pole in relation to the diaphragm. B—Base of Tumor. 
C—Postero-mesial border. D—Anterior border in relation to colon 
descendens. EE—Torn fibrous capsule. F—Site from which one 
of the sections was taken. pheroid masses. HH—Cleft be- 
tween lobes of the bilobate tumor mass and site of contact with the 
left kidney. 


could be exerted on it without disturbing the tumor. 
Unquestionably the mass was in relation to the left 
kidney, its exact relation and nature remained un- 
determined. To the sides of the tumor the abdo- 
men was soft, not distended. There were no visible 
peristalsis, no ascites in the flanks, and, the iliac 
lymphnodes were not enlarged. 

Nearly four years had elapsed since her pelvic 
operation, when the patient underwent lumbar sec- 
tion for the renal newgrowth (March 26, 1912). 
Sufficient working room for the freeing and delivery 
of the tumor en masse, through von Bergmann’s 
oblique lumbar incision, was obtained by placing the 
patient on her right side with both arms forward, 
with the body well flexed over an Edebohl kidney 
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cushion. The incision was carried from the angle 
between the XII rib and lumbospinal muscle, from 
a point about % to 1 inch below the rib and approxi- 
mately parallel to it, in the direction of the anterior 
superior spine of the ilium, and ended about 1 inch 
above it. As the incision was deepened through the 
muscles and fasciae, the pararenal fat prolapsed in- 
to the wound; on its division, the pinkish white 
tumor lay exposed in the field. Its surface was semi- 
elastic to the touch, but its consistency was not uni- 
form on deeper palpation. The tumor in vivo, seemed 
made up of more or less spherical masses of denser 
tissue, surrounded by a softer encasement. The 
impression was not altogether unlike that received 
on palpating certain larger fibroid growths of the 
womb before chilling and post-mortem changes have 


Fig, III. Pararenal Tumor. Anomalous Area, in section from 
the parent tumor. High power (Reichert; objective No. 7, ocular 

o. 4.) A-—Homogeneous stroma with ill-defined fibrils. B—Cells 
conglomerate consisting of connective tissue nuclei undergoing 
karyolysis and causing the cytoplasm to stain slightly basophilic. 
C—Rather large, irregular b gro of connective tissue cells. 
Fibrillar connective tissue of loose texture due to oedema. E— 
Tissue having a myxomatous appearance. 


taken place. The exploratory needle corroborated 
the opinion that the mass was solid throughout, and 
not cystic or cavernous; the harder centres were as 
difficult to penetrate, as a fibroid nodule of average 
density. 

The lower pole, then the posterior and anterior 
aspects of the tumor, were successively separated 
from the enveloping fatty and other structures. 
With the exception of a small rent that occurred 
into the peritoneum while mobilizing the lower pole 
of the tumor, and which had to be closed, the entire 
procedure was extraperitoneal. Anteriorly the des- 
cending colon had to be liberated; posteriorly, the 
convex border of the left kidney came to view, en- 


tirely distinct from the tumor, but closely applied to 
its concavity, anterolaterally. 

The tumor could be stripped away from the kid- 
ney together with the remains of the fibrous capsule 
of the latter, without more gross injury to the kid- 
ney than occurs in separating the fibrous capsule, 
when decortication is done. The size, contour, color, 
consistency of the exposed kidney showed at once 
that its parenchyma had not been involved in the 
tumor formation. It was therefore decided to leave 
the organ intact, instead of removing it with the 
growth. In fact, it was not the plane of cleavage 
between tumor and kidney, but rather that between 
the upper pole of the tumor and the vault of the 
diaphragm, which was the more difficult to find, 
chiefly on account of the relative inaccessibility, the 
depth of the working space, and the unyielding ribs 
which bound it, and which were not removed; and 
because, care had to be taken not to enter the pleura 
by false dissection. From the technical encumbrance, 
the incorrect conclusion was drawn at the time, that 
if the growth, after all, really proved to be malig- 
nant, a recurrence might be expected to start from 
this point. 

During all these manipulations there was very 
little hemorrhage, and the pulse ranged from 64 to 
96 throughout ; perhaps because all unnecessary trac- 
tion on the kidney pedicle was carefully avoided. In 
this connection it should be stated that the anes- 
thesia was a morphine-anesthol sequence with ether 
feeding, which is usually characterized by a some- 
what slower pulse rate, than when ether alone is 
administered. 

The total quantity of urine voided during the first 
and second days after operation was thirty-five 
ounces ; thirty-five or thirty-six ounces on the third 
day ; forty ounces on the fourth. In other words, the 
stripping of the kidney from the tumor had no more 
inhibiting effects on the quantity of urine voided 
after operation than is the case in operations in 
general, elsewhere. 

The tumor itself had been examined by Dr. F. C: 
Wood and Dr. G. L. Rohdenburg of the Cancer Re- 
search Fund of Columbia University, and Dr. Chas. 
Z. Garside and Dr. Jacob Diner of Fordham Uni- 
versity School of Medicine, all of whom agreed that 
the sections presented no evidence of malignancy, 
and considered the growth as having the histological 
characteristics of a simple fibroma of moderately 
cellular type. (See also Figure 6.) This was in 
accord with my impression at the time, that the 
tumor was too well circumscribed, and too easily 
removable, to have been a sarcoma. 

The growth was bilobate, consisting of two larger 
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oblong lobes, separated by an obliquely vertical fur- 
row, and surmounted by a smaller ovoid mass at its 
superior pole (Fig. 2.) In general the postero-lat- 
eral aspect of the mass was convex, and it was here 
that the main furrow traversed it. The antero-mesial 
side was in relation to the kidney and colon des- 
sendens. A concavity indicated the area of kidney 
contact. From the superior pole to its base, the 
tumor measured 25 centimeters; 15.5 cm. by 9 cm. 
representing the diameters at its greatest girth. (See 
Figure 2). 

The findings in microscopic sections from various 
parts of the tumor were the following: 

A. Sections of the original pararenal tumor 
where it was stripped from the kidney; that is, sec- 
tions taken from the concavity on the anteromesial 
aspect of the tumor. 

(a) A thin strip of the kidney cortex with glome- 
ruli, a few glomeruli having undergone complete 
hyaline change. 

(b) Spheroidal cell infiltration about some of the 
veins. 

(c) An excess of fibrous connective tissue as the 
capsule of the kidney is approached ; the picture was 
that of moderate fibrosis of the kidney cortex as in 
interstitial nephritis. 

(d) The thin layer of smooth muscle which nor- 
mally exists in the capsule could be traced in an un- 
broken line and showed that the kidney substance 
was not invaded by the tumor. 

(e) Beyond it, and in close relation to the muscle 
plane were the larger veins of the capsule filled with 
red cells. 

(f) The fibrous capsule merged into a loose, 
faintly fibrillar hyperplastic connective tissue, rich in 
nuclei varying considerably in size, and well sup- 
plied with capillary blood vessels. . 

B. Sections of deeper portions of the original 
pararenal tumor taken from its superior “subdia- 
phragmatic” pole showed, what appeared to be his- 
tologically, a moderately cellular fibroma. 

C. Sections from the white and: hard area on 
the postero-lateral convex aspect of the tumor. 

(a) The general arrangement is not in whorls, 
but in long parallel lines. This impression is intensi- 
fied by the hematoxylin-eosin stain which sharply 
outlines numberless capillary blood vessels in this 
region all having a similar course. 

(b) Bundles of denser’ fibrous connective tissue 
tun side by side. The relation of stroma to’ cells 
may be expressed by the ratio 5 to 1, that is, the 
average cell-interval which is occupied by stroma, 
is five cell diameters. ' 

(c) In another zone there were sections of large 


vessels, the connective tissue cells were more abund- 
ant, the fibrous tissue between them was not well 
developed and the general structure more irregular. 
(d) Bordering this the tissue became very loose 
in texture resembling myxoma. Many stellate cells 
with dainty processes and a few short curled fibrils 
in the wide interspaces between them. Only in a 
few parts there was indicated the diffuse blueish 
stain which is characteristic of myxomatous change. 
(e) In this precinct were several small patches - 
of infiltration by spheroidal cells. 
D. Sections from the darker and softer area 
on the postero-lateral, convex aspect of the tumor. 
(a) The texture, in general, was loose, and bore 
a semblance to myxomatous tissue. Capillaries were 
very numerous. The nuclei abundant, stained in- 


Fig. IV. Pedunculated recurrence of the pararenal growth. AA— 
Long axis of tumor which has been laid open, B, B, B, B repre- 
senting the cut surface; €, C central softening and liquefaction. 
DD—Stem of cartilaginous hardness. 


tensely basophile and varied notably in size. There 
were several small hemorrhages. 

(b) In a few places the interstitial tissue was 
wavy and fibrillar, in others it was changed or de- 
generated into more or less homogeneous bands 
which stained unevenly with eosin, and presented 
a somewhat fragmented: appearance. ae 

(c) In several instances active cell proliferation 
involved the coats of small blood vessels (arteries) 
so that the circles of deeply stained nuclei might 
have been mistaken for cross sections of gland tub- 
ules. In others, little more than a series of cori- 
centric layers, staining unevenly with eosin, is ‘all 
that remains to indicate the original blood vessel. 
In some of these the lumen is much contracted, or 
has disappeared, so that indeed, they resemble cross 
or oblique sections of bundles of degenerated muscle 
fibre somewhat. Such sections stand out prominent- 
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ly from the otherwise scanty stroma which is speck- 
led with deeply stained nuclei, and figured with in- 
numerable branching capillary vessels. 

(d) There were several cell conglomerates, con- 
sisting of connective tissue cells undergoing divi- 
sion and karyolysis—irritation giant cells; also other 
large connective tissue cells of distinctly irregular 
type in form and staining of the nucleus. These 
cells were found distributed chiefly to those parts 
of the section which were edematous and presented 
a myxomatous appearance. (See Figure 3.) 

Part III. The first and second reappearance of 
the. pararenal growth. The mass which was pal- 
pated two weeks after operation, and at first thought 
to be the lower pole of the left kidney which might 
have remained somewhat dislocated since the recent 
removal of the tumor, now (Oct. 3, 1913) descended 
as low as the level of the umblicus with each respira- 
tion. The transverse measurement of the mass 
was in fact still no greater than that of a kidney 
surrounded by considerable postoperative thicken- 
ing. 

On June 19, 1914, the mass on the left side of the 
abdomen on deep breathing reached as low as a 
line connecting the umbilicus with the left anterior 
superior spine, and measured 2% inches in trans- 
verse diameter, reaching the midline towards the 
right. It was freely movable in a lateral and 
antero-posterior direction; solid, and not tender. 
‘A smaller lobe projected from its lateral aspect. 
The anterior surface of the mass lay about one inch 
away from the costal arch, and the lower border of 
the spleen (?) could be outlined indefinitely between 
it and the ribs. Percussion of the spleen showed 
with certainty, no elevation of splenic dulness along 
the axillary vertical—it measured 214 inches in the 
anterior axillary line. If the tumor were connected 
with the spleen, that organ should show an increase 
of dulness upward. Kidney percussion in the lum- 
‘bar region while the patient lay on her abdomen, 
showed the upper border of both kidneys to be at 
about the normal level; but while on the sound 
side there was bowel tympany almost immediately 
below; there was a continuation of the dulness 
downward as far as the iliac crest on the affected 
side. Elevating the XI rib from the table on the 
right side, lifted the tumor forward, so that it be- 
came visibly and palpably more prominent in the left 
half of the abdomen at the level of the umbilicus. 
There were no enlarged lymph nodes in the groin. 
Liver percussion was normal. Excepting the medi- 
an suprapubic, and oblique, left-sided scars of the 
former operations, the abdominal findings were 
‘negative. On vaginal examination the stump of the 
cervix was freely movable anteriorly, posteriorly 


and vertically, and looked healthy on the speculum 
examination. There was complete postoperative 
atresia at the external os, so that it would not admit 
a sound. The pigmentation of the labia minora was 
not unusual. 

The patient was exceptionally well preserved for 
her age, which was then 45; her general appear- 
ance better than ever. Her only complaints, and 
these were not very emphatic, were, besides head- 
aches, some nervousness, and occasionally constipa- 
tion which was easily relieved. The temperature 
was normal. The pulse was characteristically slow, 
it rated from 52 to 55 for one minute; the heart 
beat showed the same frequency. The quality of 
the pulse was not notably changed. No murmurs 
could be heard over the precordium. 

Record of the quantity of urine voided by the 
patient in 24 hours: 


Therefore, a daily average, of about 35 ounces 
which is approximately the normal quantity for 
women. Analysis of the urine :—rather pale, clear, 
amber colored urine of very faintly alkaline reac- 
tion, and specific gravity of less than 1,025; no 
albumen present; microscopical examination of the 
sediment, negative. The patient’s blood contained 
80% hemoglobin. 

After an interval of about two years, the patient 
underwent a third operation (June 29, 1914). The 
removal of the tumor was attempted through an 
oblique lumbar incision with excision of the scar 
of the previous operation. It was noteworthy, that 
the recurrence did not appear at the upper pole of 
the kidney, beneath the vault of the diaphragm, 
where the separation of the original tumor had 
proven most difficult at the time. Instead, it evi- 
dently sprang from the region of the hilus of the 
kidney, and its base of cartilaginous hardness, was 
intimately adherent, not only to the vessels and 
structures of the kidney pedicle, but also to the 
immediate neighborhood. From its point of origin 
near the hilus and vicinity, it had grown in a mesio- 
caudad direction, but the advancing portion of the 
tumor nowhere became adherent to the structures 
it displaced, and could be moved freely from side to 
side. It was evident, however, that the deep attach- 
ment of the recurrence was such, that its radical 
removal was technically impossible whether the kid- 
ney itself was included in the procedure or not ; and 
separation of the growth, as close as possible to 
vital structures at its base, was all that could be 
reasonably attempted. On account of diffuse venous 
bleeding from the deep tumor bed, a part of the 
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wound had to be left open and the bleeding con- 
trolled by tamponade with sterile gauze. 

The entire tumor measured six inches (15 cm) in 
length, and four inches (10 cm) in its greatest dia- 
meter. The body of the growth was irregularly 
ovoid, and its surface tuberous. In vivo, spheroid 
solid masses were palpable in a softer stroma; in 
this, it resembled the parent tumor. The attached 
portion, or stem of the growth was very dense and 
hard ; its surface irregular, and raised in small pro- 
jections. On section in the unaltered state, the body 
of the growth had a yellowish color, and looked but 
slightly vascular to the unaided eye. Some of the 
globular masses showed central softening or lique- 
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E—Ensiform cartilage. CA— 
—Unmbilicus. i 


Ss: 
PASS—Anterior superior spine of 
ilium, left side. P—-Pubic crest. RE—Respiratory excursion of 
costal arch. At a, b, c, are metastatic deposits in the epigastrium; 
the first indication of metastases in this case; d, main tumor mass. 


Fig. V. Dia 
Costal arch. 


faction. The stem of the growth was dense and 
gritty, and rather difficult to cut. (Figure 4.) 

Sections were taken from the stem, and from the 
body of the recurrence for microscopical study. 

A. Sections from the stem of the tumor con- 
sisted mainly of coarse, wavy strands of degenerat- 
ing fibrillar connective tissue staining unevenly with 
eosin. Interspersed were anomalous cells with large 
irregular clump-like, deeply staining nuclei. These 
were probably of connective tissue origin. A few 
were of the giant-cell type, probably resulting from 
nuclear division without separation of the proto- 
plasm. The abundance of coarse, fibrous tissue in 
the make-up of this portion of the tumor in propor- 
tion to the tumor cells, explains its relative hardness. 
In some parts, however, the effect of oedema was 
evident, and the structure was looser and less reg- 
ular; but, fundamentally the same elements were 
present. 

B. Sections from the body of the recurrence 
differed macroscopically, quite noticeable from 
the preceding, in the decidedly blue color imparted 


to the specimen by the great number of hematoxylin 
stained nuclei present. Microscopically, sarcoma 
cells of the small spindle cell variety were closely 
packed together in thick planes, which either lay 
parallel, or crossed each other obliquely at various 
angles (Figure 7.) Most of the cell nuclei were 
fairly regular, round in cross section, 4 to 6 times 
as long as they were broad, slightly tapered at the 
ends, and intensely basophilic. The most active 
tumor cell proliferation took place about blood 
vessels. There were also large irregular strips of 
tumor necrosis interposed. From some of these, 
the nuclei had entirely disappeared, and there re- 
mained only an acidophile debris which stained 
feebly with eosin. There was the same prolifera- 
tion of cells in the walls of some of the blood vessels, 
as previously pointed out. In other places, the ini- 
tial activity seemed to be followed by regressive 
changes in the vessel walls. This process appeared 
to antidate or coincided with the degeneration and 
necrosis of portions of the newgrowth. 

There was nothing unusual in the patient’s condi- 
tion immediately after operation, except that the 
nausea and vomiting, while not excessive, were a 
little more marked than in the average case. On 
the evening of the day following operation, the pa- 
tient was found snoring heavily, and on attempting 
to arouse her, she passed into a state of great ex- 
citement—acute delerium—during which she ‘com- 
plained of agonizing pain in her left hypochondri- 
um, and made violent efforts to get out of bed. Her 
mind was clouded at first, but gradually this condi- 
tion improved, and the patient recognized those in 
attendance. With morphine sulphate gr. % given 
hypodermatically, cool nuchal packs, and an ice-cap 
to the head, she lapsed into a quiet sleep. During 
this seizure, the pupils were normal ; the face showed 
a high color. The quantity of urine voided was 
sufficient. The temperature remained below 101° 
F. per rectum; the pulse was good and not rapid; 
the epigastrium soft; there was no dificiency in the 
water intake; it was therefore difficult to account 
for this transitory cerebral manifestation which 
never repeated itself again. 

It was scarcely a month and a half after the re- 
moval of the returning growth, that there could be 
felt in the left hypochondrium a smooth mass 14% 
inches in diameter, shifting with repiration and 
manifestly connected with the left kidney. At the 
time the lower end of the mass was about one inch 
above the umbilical level. The patient’s weight was 
ninety-three pounds. The urine pale, straw colored, 
clear, feebly alkaline in reaction, and contained 
neither albumen nor sugar; microscopic examina- 
tion revealed nothing abnormal. 
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The weight remained ninety-three pounds, then 
rose to ninety-six and a half pounds, one hundred 
pounds, one hundred and six pounds, during suc- 
cessive months. These four. months of improve- 
ment, were succeeded by two, during which the 
patient felt that she was getting more nervous, and 
suffered more constantly than ever before, in fact 
almost daily, from matutinal headaches. There 
were added some nausea and stomach upset, and the 
appetite was slight, but nevertheless her weight 
continued to be about one hundred and four pounds. 
The pulse was 72, the temperature normal. The 
tongue slightly coated, which tallied with the his- 
tory of stomach upset. 


The recurring growth projected from 2% to 
3% below the top of the IX rib, changing its level 
with respiration. It measured about 3 inches from 
side to side and 3 inches anteroposteriorly. Its sur- 
face was irregularly round, and appeared to be 
loosely anchored in the path of the old scar. The 
scar remaining after the two preceding operations 
on the pararenal growth, was 8 inches long, begin- 
ning at the angle between the lowest rib on the left 
side, and the erector spinae muscles, and ending 
about 1 inch in front of the anterior superior spine 
of the ilium; it was somewhat pigmented but soft, 


and indicated satisfactory healing. There was no 


evidence in it, of recurrence. The mass was evi- 
dently connected with the kidney, which probably 
lay above it. The lower border of the spleen was 
palpable in front of it, beneath the costal arch, and 
the splenic dulness measured about 2%4 inches in 
the axillary vertical. 
regular life, with sufficient bodily activity, air and 
sleep. Subjectively and objectively speaking, there 
was even then no outward sign of serious physical 
decline. 


On March 1, 1915, it was noted that there had 
been a loss of weight during the past two months. 
In the last three weeks the patient experienced some 
discomfort in the left half of the abdomen; and re- 
cently twinges of pain in the groin, together with 
a sensation of dragging in the side. During the past 
week, on account of an attack of influenza nostras, 
which was at this time epidemic in the city, the 
patient suffered from headaches of such severity, 
that she had to remain in bed under the care of her 
family physician ; there was considerable pain in the 
left lower quadrant of the abdomen, and the bowel 
was sluggish. At the examination, the temperature 
was slightly elevated, being 100.4° F per os, with 
a pulse rate of 104. A small mass could be out- 
lined in the linea alba, midway between the ensiform 
cartilage and umbilicus (Figure 5). A second mass 


The patient led, as ever, a. 


was found beneath the left rectus abdominis muscle 
just below the costal arch. The tumor proper 
reached to the level of the anterior superior spine 
of the ilium, in the left flank, and appeared to be 
rather sensitive. It may be, that this sensitiveness 
was referable to the general hyperaesthesia pro- 
duced by the complicating illness, in addition to the 
undue distension of the descending colon with gas. 

Was the mass in the epigastrium connected with 
the transverse colon or omentum, or did it involve 


Fig. VI. _Edematous fibroma. Section from the parent growth 
(Pararenal Tumor). Microphotograph. 


the stomach or liver? The transverse colon and 
omentum, were believed to be on a somewhat lower 
level. The epigastric mass moved up and down 
with breathing. It escaped from the fingers with a 
pull, when only slight pressure was exerted upon it; 
with firmer pressure it remained stationary, together 
with the organ to which it was attached. From this 
behavior, it was more likely that it was connected 
with the stomach than with the liver. 

The main mass was palpable in the lumbar region 
from behind, and extended down to the iliac bone, 
pushing the descending colon anteriorly so that the 
latter, when distended with gas, bulged close to the 
anterior superior spine. The encroachment by the 
tumor may be responsible for the gas-pain, as well 
as the relative obstruction in this region. At any 
rate, there was less discomfort in the side, after the 
bowel again moved in a satisfactory manner. 

The patient’s appetite was slight; the anorexia 
not fluctuating but progressive. This also pointed 
to a real complicity of the stomach in the case. The 
food and drink taken in twenty-four hours on three 
successive days was as follows: 
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2 pints of water. 

2 cups of chicken soup. 
¥Y% pound of peaches. 
1 slice of bread. 

1 pint of water. 

1 cup of light coffee. 


egg. 

1 slice of bread. 

2 cups of tea. 

1 cup of chicken soup. 

1 cup of clam broth. 

YZ pint of iced cream. 

1 egg. 

¥Y slice of bread, 
This small intake of food and drink together with 
some pyrexia and sweating, explained why, at this 
time, the patient voided daily only from one-half to 
one pint of concentrated urine which yielded a 
heavy deposit of urates. The diminution in quantity 
did not: mean that there was a compression or ob- 
struction of the ureter, nor an actual suppression of 
urine due to pressure of the tumor. The cystoscopic 
examination (March 23, 1915) disclosed a bladder 
of- healthy appearance. The urine was clear, the 
mouths of both ureters weté: normal. 
neys secreted. The urine contained no albumen. 
The quantity of urine in twenty-four hours was 
scanty and averaged about sixteen ounces daily. 

Nausea has troubled the patient during the past 
three weeks; recently, vomiting has set in. The 
middle of the three nodules in the epigastrium 
reached the size of a hen’s egg; the tumor proper 
grew rapidly. -The rectal temperature was 101° F. 
The patient’s condition was fast getting worse on 
account of the increasing inanition. During the 
past four days a considerable quantity of fluid was 
supplied by the rectal drip. 

Yielding to the exhortation of the family that 
another effort should be made to determine finally 
if anything more could be done by surgical means 
to help the unfortunate sufferer, an exploration was 
undertaken (March 30, 1915) through a transverse 
transperitoneal incision beginning just below the 
umbilicus in order to escape the round ligament of 
the liver, and sweeping toward the left flank until 
it approached the tip of the XI. rib. The omentum 
was closely adherent to the anterior abdominal wall, 
and notably injected and red. A very soft metas- 
tatic mass about the size of a hen’s egg was situated 
at the attachment line of omentum to stomach at 
the greater curvature; this metastatic deposit was 
so soft that when its thin peritoneal cover was 
lacerated while retracting the abdominal wound, 
the contents proved gelatinous, almost fluid in con- 
sistency,-as in some very rapidly growing tumors. 
Thin, blood-tinged ascitic fluid issued from the 
abdominal cavity. The main tumor mass could not 
be isolated. Regional metastases were everywhere. 
Further separation of adhesions, handling of the 


Both kid- 


extremely vulnerable’ structures, or detailed ex- 
amination of the tumor masses was desisted from, 
for obvious reasons, and the abdomen immediately 
closed. For the anesthesia, equal parts by volume 
of chloroform and ether in a mixture, were given 
by the drop method. The recovery from the opera- 
tion was uneventful. ey 
As customary in such cases, the rectal dip was 
established immediately upon the patient’s return 


Fig. VII. Sarcoma, small spindle cell type. Section from the 
récurring. growth (Pararenal Tumor). Microphotograph. 


from the operating theatre. A small catheter was 
inserted, for the purpose, about ten inches into the 
bowel, and the drip started at the rate of fifteen 
drops a minute. The patient received forty ounces 
of water during the first twenty-four hours. Noth- 
ing was given by mouth except a little tea in the 
morning, and this was retained. Fruit juices, in 
general, which were not tolerated by the patient 
even before operation, as well as plain albumen 
drinks, had to be avoided. During the first night, 
egg albumen disolved in water, was used as fluid 
for the rectal drip. Beginning with the following 
morning, artificial milk was substituted for albumen 
water. The drip was allowed to continue at the rate 
of 15-20 drops per minute, as nearly as possible. 
It is essential that absorption from the large bowel 
keep pace with the drip rate. Thirty drops per 
minute is apt to be too rapid, and the nutrient fluid 
accumulates within the bowel and is prone to be ex- 
pelled. Such an explanation probably accounts for 
some of the failures in rectal feeding. A satisfac- 
tory formula for artificial milk and the one which 
was employed here, is the following: 


Whites of two eggs 
Dextri-maltose 

(No. II without salt) 3jv 
Water up to 0j 


= 
Sunday........ 
Monday........ 
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In about one pint of water not warmer than 60° F., 
the whites of two eggs are dissolved, and the white, 
insoluble shreds which float about, are removed; 
then four flat teaspoonfuls of dextri-maltose are 
added. Each ounce of artificial milk has, roughly 
speaking, the same caloric value as an ounce of 
cow’s milk. This makes it easy for the nurse to 
record the quantity of nourishment the patient re- 
ceives in twenty-four hours, in terms of milk-equiva- 
lent. In a bed-lying patient from 50 to 90 ounces 
of milk equivalent are requisite daily; in a woman 
of small stature such as this patient is, fifty ounces 
daily would probably suffice to maintain her nutri- 
tional state. The rectal drip was allowed to con- 
tinue, for instance, from 9 a. m. to 3 p. m., and after 
an interval of two hours resumed again at 5 to 6 
p. m., and continued until 9 p. m. In this case, it 
was found necessary to interrupt the drip during 
the night. When indicated, an enema with weak 
peppermint water was given in the morning before 
resuming the drip. In the afternoon between 3 to 
5 p. m, during the interruption of the drip the pa- 
tient, except when too weak, was placed in a re- 
clining chair while her bed was aired and changed. 


The enlarging mass carried the descending colon 
forward, and encroached upon its lumen, produc- 


ing relative obstruction and stasis with the distress 
caused by accumulating gas (April 11, 1915). Up 
to the present, gas distress was lessened by means of 


a peppermint enema daily. On account of disten- 
sion, the skin wound had separated in the middle, 
but the underlying muscles were healed. Until to- 
day, the rectal feeding has been satisfactory, but the 
quantity absorbed during the day time was insuffi- 
cient without the aid of the stomach. The patient’s 
appetite has been. very evanescent or absent alto- 
gether and the minute quantites of food she chose 
to take sufficed only to satisfy her hunger. The 
lump in the epigastrium, the annoyance from gas 
distension, some soreness and occasional pain in the 
wound and vicinity, were her chief complaints. Some 
nights she slept very well, and generally fared best 
without drugs. Then, for the first time, the gas 
distress became so persistent that colonic irrigation 
had to be attempted, m. XV. pituitrin hypodermatic- 
ally anteceding this measure by fifteen minutes. 
The result was relatively unsatisfactory because the 
flow of water in the bowel was blocked by the 
pressure of the tumor. Again, substantially for this 
reason, the insertion of the rectal catheter for feed- 
ing by the drip method, had to be discontinued, and 
sole reliance based on the fractional method of feed- 
ing by the mouth, allowing one-half ounce, and later 
one or two ounces of food, every hour. In this 


manner, the patient ingested about sixteen ounces 
of food in the course of 24 hours: perhaps one- 
fourth the quantity required for her sustenance. She 
nibbled at the dainties put before her and chewed 
the juice out of bits of meat. Her face looked 
drawn; her eyes sunken. But she suffered no acute 
pain; a single dose of scarcely more than half a 
grain of codeine phosphate was sufficient to make 
her comfortable. Two small painful nodes—metas- 
tases in the lymphnodes—appeared in the right 
groin; and, a smaller nodule in the left axilla. 
The patient steadily lost ground. On April 23, 
1915, she took practically no food. The pulse was 
rapid, 132; the throat dry, but the mind, remained 
clear and she complained of no pain. Two days 
later the pulse rate rose to 140 per minute. The 
bowels remained inactive for three days past, but the 
gas distension was only moderate. Finally the in- 
creasingly difficult breathing, and the cyanosis of 
the patient’s face and hands, indicated the accum- 


‘ulation of carbon dioxide, and the exhaustion of the 


respiratory center which presaged death (April 26, 
1915). 

In this rendition of the entire clinical course of a 
case of concurring newgrowths, the pararenal tumor 
with its benign and malignant phases, is of con- 
siderable independent interest. Indeed, many sections 
from various parts of the parent growth proved it 
to be histologically a fibroma. There were, how- 
ever, a few peculiarities. The tumor was quite 
cellular, and had not the usual whorls. There were 
areas in which the tissue appeared myxomatous, and 
within this precinct a few large connective tissue 
cells of distinctly irregular type, and some cell-con- 
glomerates of irritation giant-cells could be found; 
but the most searching examination revealed noth- 
ing which, from the present day point of view, 
could be considered definitely prognostic of malig- 
nancy. (F.C. Wood, G. L. Rohdenburg, C. Z. Gar- 
side, J. Diner). 

On the other hand, with the knowledge of the sub- 
sequent behavior of the case after an apparently 
complete and satisfactory removal of the parent 
growth, it becomes clear that the fact that the parent 
tumor reached the size of a small adult head in the 
course of about 21 months, should have been given 
a more compelling significance in deciding the ques- 
tion of its benignity. Practically speaking, it is the 
rate of growth which makes the tumor malignant. 
The rapidly proliferating cell, invades; it causes 
metastasis when it gets into blood or lymph paths. 


' The rapidity proliferating cell need not be very aty- 


pical, in order to characterize it as malignant; in- 
deed it may be only so, with extremes of irritation, 
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or when there is external interference with cell 
division, mechanical or chemical. 

A pararenal growth which is solid and not cystic, 
and enlarges at almost half the rate of the “normal 
tumor of pregnancy” must be dependent on a very 
rapid proliferation of the cells which constitute it, 
and ought to be considered protentially malignant, 
at least from the clinician’s viewpoint. 

In the present case, the pararenal recurrence must 
have arisen from a vestige of the kidney capsule 
near the hillus, in which a microscopic portion of 
the parent turnor was retained. Perhaps, therefore, 
if the kidney had been removed with the tumor, in 
the first instance, instead of conserving it, this re- 
currence might not have been as likely. With the 
conception that such a tumor is innocent, however, 
this step would not be justifiable. It is plain, that 
the newgrowth, notwithstanding its microscopic ap- 
pearance, should, from the beginning, have been 
treated surgically, not as a simple fibroma, but as a 
tumor which is liable to recur. 

In short, from these clinical considerations it is 
not an example of two separate concurring tumors 
which presents itself, a fibroma at first, and sarcoma 
later ; nor a growth belonging to the class of mixed 
tumors. The most natural interpretation, and the 
one which is absolutely compatible with the existing 
data, cellular character and rapid growth; is.that the 
tumor was one which should be classed as malig- 
nant in its parent tumor phase, and that it merely 
unfolded its malignant qualities more clearly as it 
developed and matured. Dr. F. B. Humphreys, 
pathologist to the German Hospital of this city, who 
reviewed the material of the growth and recurrence, 
following the classification of Borst, characterized 
it as a fibroma sarcomatosum—a term which, it 
seems to: me, is of real practical worth because it 
accurately expresses the clinical course which this 
tumor may be expected to take. 

133 West 72ND STREET. 


THE CONSERVATIVE TREATMENT OF 
ECLAMPSIA. 
Gro. W. Kosmak, M.D., F.A.C.S., 
Attending Surgeon, Lying-In Hospital. 
New York City. 


Any attempt to present a specific method of treat- 
ing that. complication of pregnancy generally and 
popularly designated as “eclampsia,” may be met 
with the more or less just criticism that in view of 
our lack of knowledge of the etiology of this condi- 
tion, such methods must be empirical and unsatis- 
factory. To a certain extent the criticism is a per- 
fectly reasonable one and although we do not know 


the precise etiological factors at the basis of the dis- 
turbance we may assume that the designation “toxe- 
mia” will cover in a general way the nature of the 
trouble. Just why the incidence of pregnancy 
should bring about such a serious disturbance of 
the maternal organism we cannot say, but we do 
know that it constitutes one of the most serious 
manifestations of the pregnant state and that we 
must exert ourselves to treat the same to the best 
of our ability. As pregnancy is assumed to be a 
cause of eclampsia it seems natural to conclude that 
the sine qua non of all therapeutic measures should 
be the early and prompt delivery of the patient. This 
is a fact which cannot safely be denied and yet in 
our attempts to remove with despatch the products 
of conception we may jeopardize the mother’s life 
more than if more conservative measures are relied 
upon. In view of the seriousness of these toxic 
states in the latter months of pregnancy it is quite 
natural that radical methods of treatment should 
have been devised and that they find many advo- 
cates. 

The suddenness of the onset in many cases and 
the knowledge that the disease is frequently termi-- 
nated ‘by delivery usually prompts our decision to 
rely on immediate delivery. On the other hand we 
have the opinion presented of those who adhere to 
a more conservative procedure and think less of the 
immediate delivery of the mother than of a prompt 
elimination of the toxic materials which are sup- 
posed to be at the bottom of the trouble. The bat- 
tle between these two widely opposed camps has, 
been vigorously waged for a number of years but 
the results thus far obtained cannot be said to favor 
either side exclusively. Among the more radical 
methods of treatment in eclampsia may be men- 
tioned accouchement force with version or high 
forceps, and Cesarian Section both by the abdominal 
and by the vaginal routes. There-are many advo- 
cates of these methods of treatment particularly as 
it appeals to the surgical instinct which is now so 
prevalent in obstetrics and because the serious and, 
alarming symptom which the patient presents na- 
turally engender the thought that something ought 
to be done and done quickly. It is needless to more 
than call brief attention to this method, which finds 
its chief advocates among that class of practitioners 
who have become expert in the employment of vari- 
ous operative methods of delivery. The more skilled 
they are, the better the results in a certain propor- 
tion of their cases and probably due to the fact 
that by such skill they largely reduce the amount 
of shock and the chances of septic infection. This 
attitude, however, should not serve as a universal 
basis for our treatment of eclampsia, and although 
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the results as already stated may be excellent in 
the hands of those especially skilled, a more con- 
servative attitude should be assumed. 


Bearing in mind the fact that we are dealing 
most probably with an accumulation of toxic ma- 
terial in the mother’s system, which we know by 
experience can be gotten rid of or at least diminished 
in amount through the usual channels of elimina- 
tion, is it not rational that in every case we at least 
combine such procedures with whatever operative 
methods we may find advisable to pursue? The per- 
sonal equation in this instance probably counts for 
a great deal. To one who has been successful with 
radical methods the other methods may seem in- 
consequential and time consuming. On the other 
hand one who has followed the more conservative 
procedures is convinced that the good results which 
attend the same bespeak for this method its general 
adoption. It would be a great error, however, to 
adhere closely to either school, because the severity 
of this form of pregnancy toxemia varies greatly 
and its effects on the organism are subject to the 


individual differences, so that it were better per- - 


haps if each case were studied and handied as a unit 
and approached from the standpoint of treating the 
symptoms as they present themselves in the patient 
rather than attempt to treat the disease as a whole. 
Such a method has been followed in other condi- 
itons which were formerly regarded as amenable 
only to specific methods of treatment. In connection 
with this thought I always look back to the teaching 
of Dr. Delafield in discussing the treatment of pneu- 
monia, when he invariably told his auditors that the 
patient and not the pneumonia was to be treated. 
I have no intention whatever to decry the success- 
ful results obtained by the method of rapidly de- 
livering the mother, but I feel that they are counter- 
balanced by the good results obtained by strictly 
conservative methods, and I can merely repeat that 
in a case of a well developed instance of eclampsia 
we ought to be prepared to resort to radical methods 
of delivery as the circumstances may demand. 


My own observations in this disease have ex- 
tended over a period of years during which I have 
had an opportunity to personally watch the results 
of various methods of treatment both in hospital 
and in private practice and I have failed to be 
convinced that any extreme plan of treatment is the 
desirable one. Personal experience, however, with 
a series of cases of all degrees of virulence have 
made me very much more conservative. As we are 
dealing with an organism that is in a condition of 
serious shock, it seems to me that we add to it by 
rapid operative or forceful methods of delivery and 


also increase the opportunities for subsequent in- 
fection. Our entire regard should be for the moth- 
er, as the infant in practically every instance is so 
poisoned that its life, even if it survives the im- 
mediate operation, is very often. not prolonged be- 
yond the first twenty-four or forty-eight hours. In 
many instances moreover the babies are premature 
and this detracts from their chances of survival. 
Why should we therefore consider the life of the 
child in such critical cases when the possibility pre- 
sents itself of perpetuating the life of the mother 
and the possibility of future pregnancies with nor- 
mal children? If the conditions are such that a liv- 
ing child may readily be delivered this, of course, 
should be taken into consideration, but where the 
mother must be mutilated in order to give birth to 
an immature and already sick baby, the benefit of 
the doubt should be given to the mother rather than 
her offspring. 

In connection with the above argument I want 
to present some personal experiences with cases of 
eclampsia. I have no desire at this time to present 
statistics, I merely want to submit a few facts and 
after a sufficient number of personally conducted 
cases has accumulated I hope to present a more ex- 
tended study of the subject. 

I desire to state that for the past five or six years 
I have not considered immediate delivery-in any 
case of eclampsia except where this has been pos- 
sible without injury to the mother. The latter state- 
ment may be further elaborated by making it in- 
clude all cases in which the dilatation of the cervix 
has advanced sufficiently far to permit of an easy 
forceps extraction. in primiparz, or podalic version 
in multipare. The following cases are typical of 
what has occurred in my personal experience and 
upon which I have based my personal opinions in 
the treatment of eclampsia. They are presented in 
as brief a manner as possible and only the salient 
facts in connection with the case are stated. 

Mrs. K.—Admitted to the Lying-In Hospital 
February 10, 1914, after having been seen in con- 
sultation. The patient was a young primipara who 
was supposed to be about seven and one-half 
months pregnant. She had been perfectly well 
with the exception of occasional headaches during 
the previous week or two. She was found in an 
unconscious condition by her husband. on that 
evening, and as she had not answered a telephone 
call about noon on that day it is probable that she 
became ill on or before that time. The woman had 
several convulsions subsequently and when seen 
presented the usual evidences of an eclamptic 
seizure. A hypodermatic injection of morphine 
was given and the patient taken to the hospital, 
where a catheterized specimen of urine was found 
to be solid on boiling. During the first twenty-four 
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hours ‘the patient was given a total of one and one- 
half grains of morphine hypodermatically together 
with repeated doses of nitroglycerin. All attempts 
at washing out the stomach or giving rectal irriga- 
tions and packs were impossible during the first 
few hours because of the extreme restlessness of 
the patient. As she came under the influence of 
the morphine, however, it was possible to institute 
the eliminative treatment and she became quieter. 
On the evening of the second day 'a specimen of 
urine obtained by the catheter showed only marked 
traces of albumen. A vaginal examination dis- 
closed a long, rigid cervix and a small fetal head 


not engaged. The fetal heart sounds were very. 


indefinite. The mental condition cleared up in a 
few days and as the urine continued to present 
evidences of a nephritis the irrigations and packs 
were kept up for another week. About ten days 
later the patient complained of cramp-like ab- 
dominal pains, which were not severe, and the 
nurse failed to report them. While in a hot pack 
the patient quietly delivered herself of a small 
dead fetus without effort and made an uninter- 
rupted recovery. She was ‘subsequently treated 
for minor gynecological complaints, including an 
extensive ulceration of the cervix. A curettage was 
done, but the scrapings merely showed an hyper- 
trophied condition of the glandular structures of 
the cervix. 


Mrs. M.—A para-i near term was admitted to 
the Lying-In Hospital April 5, 1916, with a his- 
tory of having had convulsions for several hours 
previously. Examination showed a rigid closed 
cervix, head at the brim, fetal heart good. She 
was given morphine, colon irrigations and packs, 
and eight ounces of blood were taken from a vein. 
There was almost complete suppression of urine 
at the time of admission. The patient only had 
one more convulsion after treatment was begun, 
on April 7th. That evening labor pains began 
and early the next morning the head reached the 
outlet and an easy low forceps delivery was done. 
The child did not breathe well, the color remained 
grey and it died within twenty-four hours. The 
mother’s condition improved rapidly and she was 
perfectly rational during her labor. In this case 
the convulsions were very severe as shown by the 
extreme edema and laceration of the tongue at 
the time of admission. The patient made an ex- 
cellent recovery. 


Mrs. D., a young primipara about six months 
pregnant was seen in consultation September 17, 
1916, with a history of having had headaches and 
traces of albumen for several days. When first 
seen the patient had had three convulsions and 
was in coma with marked edema of the face, hands 
and feet. There were no evidences of labor pres- 
ent and no effort was made to induce the same. 
The patient was given morphine and likewise ir- 
rigations and hot packs, and a stomach washing. 
There were two convulsions after treatment was 
begun, but when seen again about five hours later 
the cervix was found thinned out, membranes 
bulging and the head well engaged in the brim. 
A light ether anesthesia was started, the mem- 


branes ruptured and a fetus weighing about a 
pound and a half extracted with the hand. The 
fetal heart showed pulsations, but there were no 
efforts at respiration. During the succeeding 
twenty-four hours the patient graauaily came out 
of her coma and passed over ten ounces of urine, 
although there had been complete suppression for 
the previous twenty-four hours. The patient made 
an uninterrupted and rapid recovery. 

The three cases reported herewith are but a few 
of those that have been treated by me in a conserva- 
tive manner. In none of this class of cases was 
there any evidence of labor at the time the eclamptic 
symptoms began, but in each instance this came on 
spontaneously. 

In another class of cases where the pregnancy 
was further advanced and the cervix short and di- 
lated about one or two fingers, labor was induced 
by the employment of the Voorhees’ bags with the 
expectation that possibly a living baby might be se- 
cured without undue risk for the mother. In each 
of these cases the usual eliminative treatment was 
also employed. After full dilatation of the cervix 
was secured the delivery was allowed to proceed 
normally, or a forceps extraction employed to ter- 
minate the labor as the case demanded. My rea- 
son for attempting to hasten the process in these 
cases was merely because the labor would be more 
prolonged and of course more difficult than during 
the early months, and that any time we might gain 
would redound to the credit of the mother. I have 
not been greatly impressed, however, with the value 
of such a procedure and do not believe that the 
time gained is a factor of importance in these cases. 
A recent experience will explain my meaning. 

A young primipara at term, in the Misericordia 
Hospital, suddenly developed severe general con- 
vulsions during the early morning of October 11, 
1916. The urine was almost solid on boiling and 
there was a history of constipation and headaches 
for several days previously. The patient was im- 
mediately started on the usual eliminatory and se- 
dative treatment and when seen about 9 A. M. the 
cervix was found short, about one and one-half 
fingers dilated and the head at the brim. The con- 
vulsions had been very severe and the patient failed 
to rouse during the intervals. A Voorhees bag 
was inserted and extracted about five hours later 
when the cervix was found four fingers dilated and 
thinned out. The membranes were then ruptured 
and the head promptly came down into the lower 
uterine segment. The patient had two more con- 
vulsions during the afternoon and when seen 
about 10.30 P. M. (October 12th) the head was 
found in midpelvis, a large caput present and the 
cervix very rigid. No fetal heart sounds were 
heard during the day and it was thought advisable 
to terminate the labor at once. A craniotomy was 
indicated, but the instruments not being at hand 
the cervix was dilated and a forceps extraction 
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done. The patient had no further convulsions 
and gradually recovered from her coma. 

It is my belief that since the baby was dead a 
delay of five or six hours more would have resulted 
in an ordinary delivery and that nothing was gained 
by hastening it. A similar conclusion was reached 
in almost every instance in which the procedure was 
adhered to, but there is another class of cases in 
which labor has advanced to such a degree that an 
easy delivery is possible. A case of this kind is 
exemplified in that of 

Mrs. C., para-iii, about eight months pregnant, 
who was seen October 21, 1914. She had com- 
plained of nausea and headache for several days 
and there was also pain in the epigastrium. The 
pulse was slow and of good quality, but as the pa- 
tient had been restless during the previous night 
and the retching was very troublesome it was 
thought advisable to administer a hypodermic of 
morphine before beginning other treatment. While 
the hypodermic was being prepared the patient sud- 
denly had a severe general convulsion and this was 
succeeded by two more within the next hour. In 
the meanwhile an examination showed a thinned out 
cervix of about one finger’s dilatation and the pre- 
senting part was free above the brim. As the pa- 
tient was out in the country and assistance limited, 
an immediate delivery was decided upon. The cer- 
vix was quite readily dilated by the Harris method 
under light ether anesthesia, the membranes rup- 
tured and a complete podalic version done. A small 
baby weighing about four pounds was secured, 
which lived, but has not been a robust child. The 
mother had no further convulsions, but made a slow 
recovery, the albumen persisting for a long time. 


In this case the immediate delivery was under- 
taken because of the inability to make use of other 
methods of treatment and the ease with which it 
was thought possible to do the same, but a case of 
this kind must not be compared with that of a primi- 
para in whom such a simple method of rey 
could not have been employed. 

The clinical histories briefly outlined above serve 
as examples of other cases that I have personally 
observed and treated by a method, the chief fea- 
tures of which are not original and are as follows: 

As soon as I am called to a patient having an 
eclamptic seizure, an order for morphine sulphate 
grain 14 hypodermatically is given and the attend- 
ant directed to give a strong soap suds enema if 
possible. Should the patient become conscious after 
the convulsions, from one-half to one ounce of 
magnesium sulphate dissolved in water is given 
by mouth. The usual precautions against lacerat- 
ing the tongue are likewise to be instituted, and 
the patient is undressed and put to bed. If a hos- 
pital is within reach, arrangements are also made 
to transfer the patient immediately. The first dose 


‘essary. 


of morphine is repeated within an hour if the pa- 
tient is robust and does not respond well to the 
first dose, otherwise only one-eighth of a grain 
is given and this is repeated twice at intervals of 
an hour. Preparations are also immediately made 
for high colonic irrigations with sugar solution, 
using a teaspoonful to the pint and giving at least 
two gallons at a temperature of 110° F. for the 
first irrigation. A soft rubber rectal tube provided 
with a funnel is the best for the purpose, as this 
permits of syphoning out whatever fecal matter 
may still be present after the enema. The patient 
is kept on her left side during the irrigation and if 
very restless a mild degree of ether anesthesia may 
be employed with an open cone or by the drop 
method, using an ordinary chloroform mask. At 
the conclusion of the irrigation at least half a pint 
of fluid is to be left in the rectum. Preparations 
for a hot pack also having been made, the patient 
is kept in the wet blankets for about twenty min- 
utes and then in dry blankets for an hour. If 
the opportunity offers a vaginal examination is also 
made and if the patient is at or near term a Voor- 
hees bag may be inserted provided the cervix is 
soft and sufficiently dilated. In the earlier preg- 
nancies, however, I have refrained from this meas- 
ure. If possible gastric lavage is also resorted to 
and if the patient has not been conscious long 
enough to swallow magnesium sulphate this may 
be given through the stomach tube. As a rule it 
is not well to institute any of these measures, which 
require disturbing the patient, until the morphine 
has had an opportunity of producing sedation or 
an anesthetic can be given. The irrigations and 
packs are repeated at intervals of four hours. If 
the convulsions have been very severe, and also in 
cases where no convulsions are present but the 
blood pressure is over 175 and the patient shows 
marked cyanosis and embarrassment of respira- 
tion, a vein is opened in the arm and from 8 to 12 
ounces of blood allowed to escape. As a rule I do 
not employ venesection unless the patient is robust, 
the pulse full and marked cyanosis present. A 
specimen of urine should be obtained by catheter 
if necessary and immediately examined. If after 
the first series of morphine injections the patient 
has failed to deliver herself within a period of ten 
or twelve hours, further small injections may be 
employed, or chloral hydrate in 30 or 40 grain doses, 
together with sodium bromide of about the same 
amount may be administered per rectum. If no. 
further convulsions have occurred this is unnec- 
I formerly employed nitroglycerin in doses 
of 1/50 of a grain at varying intervals, but failed 
to get a satisfactory effect on the pulse and have 
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since abandoned this drug. I also formerly used 
veratrum viride occasionally where the blood pres- 
sure was high and the pulse full, but in one in- 
stance the pulse rate and blood pressure dropped 
so quickly that the effect was rather startling and 
I have likewise abandoned the use of this drug. 
After a proper interval, depending on the features 
presented by the individual case, another vaginal 
examination may be made and if the cervix is suffi- 
ciently dilated, as it frequently is, the membranes 
may be ruptured if this has not already taken place. 
Again, if the fetal head has descended to the lower 
portion of the pelvic canal a forceps extraction 
may likewise be done. In a great many instances 
if the babies are born alive they show the effects of 
a toxemia and must be carefully watched for sev- 
eral days as they are likely to develop convulsive 
seizures. They should not, of course, nurse the 
mother for several days after birth. If the breasts 
become full they may be emptied at regular inter- 
vals with the breast pump. In most cases the pa- 
tient seems to recover from her condition as soon 
as free diuresis and catharsis has begun and even 
if convulsions occur before delivery they are in 
most cases less severe. After delivery has taken 
place the eliminative treatment must, however, be 
continued until the urinary secretion again ap- 
proaches the normal. 


The indications for other methods of delivery 
have already been referred to, but I find it less nec- 
essary to resort to operative procedures as I have 
learned to become more patient and wait for a nat- 
ural delivery. The above is but a brief outline of 
the conservative method of treatment which I have 
followed in a considerable number of cases. I be- 
lieve that there are cases in which a more rapid 
delivery is necessary by Cesarian Section, where 
a primipara at term presents an elongated rigid 
cervix and has a large child with a head at or 
above the brim. In these cases, even under ordi- 
nary circumstances, labor may be very much pro- 
longed, likewise where a complicating placenta 
previa, contracted pelvis or other dystocia is pres- 
ent. The abdominal Cesarian Section done early 
provides the best method of delivery in such cases 
with the least amount of shock to the mother, but 
the eliminative treatment must likewise be carried 
out after delivery as the postpartum convulsions 
may be equally as serious as any other. 


In view of the fact that eclampsia seems to ter- 
minate in labor, we ought, I think, to be more con- 
servative in our attitude towards this disease. It 
is one which in almost every case can be ascribed 
to neglect of the patient, whether it is due to her 


own carelessness or that of the physician. But if 
proper precautions are taken the occurrence of 
eclampsia in general practice ought to be greatly 
diminished. Good results may be obtained in most 
early cases if the fact that a toxemia is present and 
fully recognized by the physician, and appropriate 
measures taken to combat the same. 
23 East 93p STREET. 


MANAGEMENT OF LABOR IN BORDER- 
LINE CONTRACTIONS OF PELVES. 


Joun Oszorn Porak, M. D., M. Sc., F. A. C. S. 


Professor of Obstetrics and Gynecology, Long Island 
College Hospital 


and 
Geo. W, Puetan, M. D., C. M., 


Resident Instructor in Obstetrics and Gynecology, Long 
Island College Hospital. 


New York City 


No subject seems to be less understood by the 
practitioner than that of the management of. labor in 
borderline contractions of the pelvis. The great 
disparity between the results of such labors con- 
ducted in private practice and the results of those 
conducted in a well organized maternity is sufficient 
evidence that the basic principles underlying the 
management of labor in contracted pelvis are not 
grasped by the practitioner whose obstetric work is 
occasional. Fortunately, in this country, extreme 
degrees of pelvic contraction with marked deform- 
ity are extremely rare. We have, however, a large 
number of relative contractions which may be 
grouped under (1) those with flattening of the inlet, 
the simple flat pelvis, a result of nutritional dis- 
turbances, or early occupational deformity, and (2) 
the justo-minor or generally contracted pelvis which 
is distinctly an American type. In addition to these, 
brim. contractions which so often pass unnoticed 
until they cause dystocia, (3) funnel pelvis, or con- 
tracted outlet, is not without clinical importance. 
These three types of pelvis cause so little change in 
the general appearance of the woman, that unless 
the practitioner resorts to routine pelvimetry, many 
women will fall into labor and dystocia result with- 
out his appreciation of the cause. The modern ob- 
stetric art assumes that the man who undertakes the 
delivery of a woman is sufficiently equipped to de- 
liver her by such means as will insure a living 
child and a living mother whose soft parts have not 
been excessively traumatized, or if these have been 
unduly injured, to repair them in such a way as to © 
leave her anatomically normal. To accomplish this 
end successfully, and give each woman what she is 
entitled to, she must receive proper prenatal care, 
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in order that her general health may be put in the 
best possible condition, to withstand the strain of 
labor, If she is a multipara this investigation must 
also include a history of her previous labors, and an 
estimation of her inlet and outlet diameters. If 
she is a primipara, more exact mensuration becomes 
of still greater importance, because here we have no 
record of past labors to guide us during subsequent 
performances. Furthermore, it is important to esti- 
mate by external palpation and fetometry, the ap- 
proximate size of the fetus, and to accurately deter- 
mine its presentation, position and posture. No 
physician should undertake the care of obstetric 
cases, unless he has the time and willingness to 
study the rate and rythm of the fetal heart through- 
out the course of labor, for obstetrics today is 
knowing what you are going to meet, and preparing 
yourself to meet it, and in all difficult labors the 
character of the fetal heart determines the course 
to be pursued. Obstetricians now, more than ever 
before, are recognizing the right of the unborn 
child. The heart during a normal contraction of 
the uterus, in the second stage, shows extreme 
flights. Add to this the trauma of moulding, and 
we get cyanosis, etc. Finally the most important 
factor in the conduct of a complicated labor, is the 
training in obstetrical asepsis. It is beyond dis- 


pute that vaginal examinations made through an 
unprepared introitus, bear a direct relation to the 


frequency of sepsis. The skilled man is able to 
carry a woman through labor and note the progress 
of the fetus in its descent through the pelvis, by re- 
peated abdominal and rectal examinations. Granted 
that the practitioner has equipped himself in these 
requisites, each case resolves itself into the ques- 
tion of whether a particular baby can pass through 
a particular pelvis at this time. The ability to 
answer this question is what has made some men 
great obstetricians, for whether the fetus will or 
will not pass through a given pelvis, depends upon 
the relative size of the fetus to that pelvis, the mal- 
leability and mouldability of the fetal head, the 
presentation, position and posture of the fetus, the 
axial relation of the fetus to the several planes of 
the pelvis, and the force of the uterine contrac- 
tions. It is not difficult for a man to recognize an 
absolute contraction of the pelvis which will not 
permit the passage of any child, but it is difficult 
for him to estimate the prognosis in a relative dis- 
proportion, where the child has gone over term, 
with ossification of the fetal vault, or where the 
baby is oversized from overfeeding, or where the 
inclination of the pelvis does not admit of its ready 
entrance, or where the brim contraction, though 
slight, is enough to disturb the normal posture. It 


is these cases and these relations which test the 
skill of the accoucheur. In an analysis of 100 cases 
of pelvic contraction, with a true conjugate of 8.5 
or more, including flat and justo-minor pelvis, 
where the labor has been conducted on the general 
principles to be laid down in this paper, namely, 
that each woman with a relative or actual contrac- 
tion of minor degree, should be given an aseptic 
test of labor before determining what mode of de- 
livery is necessary, we find that over eighty per 
cent. have been delivered spontaneously. Many of 
these women were carried along for hours, by the 
administration of morphine and scopolamin until 
the termination of the first stage dilation of the 
cervix was complete, the longest first stage was 68 
hours—the shortest 5. Even where amnesia was 
not obtained, the beneficial effects of morphine on 
the woman permitted her to work for hours with- 
out undue strain, i. e., until the canalization was 
complete. Preservation of the membranes until 
their spontaneous rupture, or until they appear at 
the vulvar orifice, cannot be too strongly urged, for 
it is only through the hydrostatic action of the bag 
of waters and the pulling up of the lower segment 
by the contraction of the longitudinal fibres, that 
complete dilatation can be obtained. Furthermore, 
it has been shown, that even with the bag of waters 
intact the fetus sustains considerable injury during 
prolonged uterine contractions, from an interfered- 
with circulation, and this interference is much 
greater, and the child’s chances of life are lessened, 
in labors where the membranes have ruptured early 
and the uterine muscle has moulded about the body 
of the child. Finally it must be again admitted, 
that the danger of infection is less with the mem- 
branes intact, than after the waters have passed 
away, for the healthy amniotic surface has greater 
resistance, than where the woman is the subject of 
a dry labor. 

As has already been mentioned, in considering 
the management of any labor case, obstructed by a 
pelvic contraction, certain factors deserve the most 
painstaking consideration. In multiparae, the his- 
tory of previous labors, the difficulties met, and the 
size and condition of the child delivered, should be 
given full weight. In primiparae, unfortunately, 
we have no history of previous performances to 
guide us, yet in every case one must consider not 
only the actual mensuration of the pelvis and its 
inclination, but also the size of the child, its de- 
velopment, the maleability and mouldability of its 
head, the age of the woman, the build of both 
parents, and finally that unknown quantity, the 
uterine contractions. Experience has taught us that 
to say a conjugate vera of nine centimeters or less, 
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demands section, without weighing the other factors 
upon which successful delivery depends, or without 
giving the individual case a test of labor, is not 
scientific obstetrics, and subjects the woman to 
hazards which she should not be asked to take. A 
study of our labor records show that 80 per cent. of 
our pelvic contractions result in spontaneous de- 
livery. . This being a fact, the day for the induc- 
tion of premature labor as a method of treatment in 
pelvic contraction is a thing of the past, for an 
induced labor is an abnormal labor and not only 
opens the way to sepsis, operative intervention, and 
bad judgement, but it is actually fraught with as 
much danger as operative procedures in skilled 
hands, The mortality to the child as a result of 
induction of premature labor in pelvic contractions, 
where the true conjugate is between 8.5 and 9.5 cm. 
is actually over twenty per cent: The premature 
child bears trauma badly, and in premature labor 
it is not uncommon to have the membranes rupture 
early. This subjects the child to interference ‘with 
the feto-placental circulation from prolonged labor, 
and the pressure of undilated soft parts, and in- 
creases its risk by necessitating some form of oper- 
ative delivery. The mortality to the mother from 
the induction of premature labor is hardly better, 
when the case is skilfully conducted, than that from 
section or pubiotomy. Some obstetricians still con- 
tend that podalic version and podalic extraction is 
a solution of the difficulty in minor degrees of flat 
pelvis. This we cannot admit, and we have rele- 
gated version to a place among the emergency pro- 
cedures. Our reasons for doing this are that while 
theoretically and, to a degree practically, the after- 
coming head may, if properly guided, pass through 
a flat pelvis, while the same fore-coming will not, 
the primary fetal mortality resulting from the adop- 
tion of such a procedure is so large that version has 
been replaced by spontaneous labor and median 
forceps where it is possible for the child to come 
through, and in those cases where the head has not 
engaged and remains persistently arrested at the 
inlet, pubiotomy or section have been elected as the 
method of delivery. I must repeat that what is 
said here only applies to borderline contractions and 
relative disproportions between child and _ pelvis. 
Our deductions and our conclusions as to manage- 
ment are the results of an extended experience in 
these borderline cases, and from this experience we 
can most emphatically state that each borderline 
case should have a full test of labor, which, if prop- 
erly conducted, does not decrease either the wo- 
man’s or the child’s chances. What we mean by 
the test of labor is, first, after having ascertained 
by careful examination, the size of the pelvis, and 


estimated the size and hardness of the fetal head, 
and determined its position and posture, the woman 
is allowed to continue in labor until the cervix is 
completely dilated. The membranes, if possible, are 
preserved until this is accomplished. During this 
time no vaginal examinations should be made, but 
the progress. of dilatation and the advance. of the 
fetus are determined by rectal examination and by 
following the course and descent of the anterior 
shoulder and the fetal heart from its original posi- 
tion downward and inward toward the symphisis 
pubis. When the cervix is fully dilated, and yet 
the head is not engaged, the woman should be giv- 
en at least from one to two hours in the second 
stage, after the membranes have been ruptured, 
carefully taking at intervals of fifteen minutes the - 
rate and character of the fetal heart. This allows 
moulding to take place, and frequently we have seen 
a head which would not engage even after hours 
of first stage labor, enter the transverse diameter of 
the pelvis and descend to the ischial spines under 
the influence of second-stage uterine contractions, 
supplemented by the expulsive action of the abdo- 
minal muscle. During this waiting period the attend- 
ant should not only keep careful watch of the fetal 
heart as referred to above, but also note the wo- 
man’s pulse and temperature and make an accurate 
observation of the situation of the retraction ring, 
and the distension of the lower uterine segment, for 
it cannot be denied, no matter how enthusiastic one 
may become over the power of the natural forces, 
that possible uterine rupture is an accident which 
may occur when dealing with these borderline cases, 
unless the danger signals are carefully observed and 
recognized. Dilatation of the soft parts and mould- 
ing of the fetal head takes time, and can only be 
accomplished by allowing the woman certain periods 
of rest, which may be secured by the administration 
of chloral or morphine. Perhaps the greatest cause 
of meddlesome midwifery and hurry in the con- 
duct of borderline contractions, is the suffering of 
the patient, and this suffering and tire really be- 
comes an important factor when operative proce- 
dures become necessary, as it contributes to increase 
the maternal morbidity and mortality. Reynolds 
showed in his study of 209 Cesarean sections that 
the mortality bore a direct relation to the length of 
time the woman was in labor. This fact has been 
disproved by our experience, because we have rob- 
bed these labors of their two chief dangers, name- 
ly, infection and exhaustion. The former has been 
prevented by strict asepsis and the avoidance of 
the vaginal examination, and the latter accomplished 
by the judicious use of morphine and scopolamin 
throughout the first stage. In funnel pelvis, the 
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difficulties encountered are at the outlet, and while 
every sixteenth woman has some degree of funnel 
pelvis, but a small percentage of bisischial narrow- 
ings result in actual outlet dystocia. In the funnel 
pelvis, the bisischial. diameter, which is normally 10 
cm. or 4 inches, in length, is reduced to 8 cm. or 
less. Associated with this is a narrowing of the 
subpubic angle and a closer approximation of the 
pubic rami. Hence, in order to get out of the pelvis, 
the head must pivot at a lower point on the pubic 
rami than is normal. This pushes the head back- 
ward into the posterior segment between the bisis- 
chial line and the tip of the sacrum, namely, into the 
posterior saggital diameter of the outlet, which 
must be of sufficient length to compensate for the 
deficiency in the bisischial. Roughly speaking, a 
bisischial of 8 cm. must have a posterior saggital of 


A 


Figure 1. Funnel pelvis. Spontaneous delivery possible because 
of relatively large posterior sagittal diameter even though trans- 
verse diameter is very small. 

A-B, anterior sagittal diameter. 

B-C, posterior sagittal diameter. 

A, inferior border of symphysis. 

B, tuberosity. 

C, end of sacral vertebrae. 


7.5 cm. or over, in order that the ordinary head 
may escape from the pelvic outlet. Since appreciat- 
ing the frequency with which funnel pelves are met, 
we have noted that practically all of the extensive 
lacerations of the levators and sphincter ani occur 
in funnel pelvis. For as the head escapes from the 
outlet, the greatest trauma is thrown upon the pos- 


terior pelvic segment or the retro-vaginal struc-— 


tures (illustration). Our experience convinces us 
that all labors complicated by borderline contraction 
of the pelvis should, when possible, be conducted 
in a hospital, for the woman should first be given 
the test of labor, and this test should be conducted 
‘under the most careful surgical asepsis, even with- 
out vaginal examinations, and if possible with the 
membranes’ intact until the cervical canalization is 
complete. When this is accomplished, the mem- 
branes may be ruptured, and if the condition of the 
woman and child is satisfactory, a few more hours 
may be allowed for the head to crowd in through 
the pelvic brim. In flat pelvis, the relation which 


the saggital suture (which lies in the transverse 
diameter) bears to the pubis and sacrum is a good 
index of progress. If the head is going to enter the 
pelvis by lateral rotation, the parietal bone pivots 
on the promontory, and the saggital suture will 
gradually approach nearer and nearer to the sac- 
rum. In justo-minor pelvis, the flexion is exagger- 
ated, and the moulding extreme here, the low posi- 
tion of the post fontanelle, shows the degree of 
flexion. Meanwhile careful attention must be given 
to the fetal heart and maternal condition. The adop- 
tion of such a plan has resulted in engagement of 
the presenting part and spontaneous delivery in 80 
per cent., engagement of the head and application 
of median forceps to complete the second stage in 
about 4 per cent. and pubiotomy or section in the 
remaining few 86 per cent. of the children were 
born alive. Certainly the interests of the fetus have 
been conserved by following such a plan. We are 


impossible be- 


Figure 2. Funnel pelvis, Spontaneous deliver. 
ough transverse 


cause of small posterior sagittal diameter even 
diameter is relatively large. 

of the opinion that in those cases where, after a 
test of labor, the head fails to engage, pubiotomy 
or extraperitoneal Cesarian section give the woman 
and child the best chance. Surely the maternal re- 
sults from section are as good as those from the 
use of forceps on the unengaged head, while there 
is much less danger for the child. Forceps to the 
floating head cannot be too strongly condemned, as 
bruised and maimed babies and death from wet 
brains are not of infrequent occurrence from for- 
ceps compression, while in addition the woman’s 
soft parts are extensively damaged. We would se- 
lect pubiotomy if the woman was a multipara, with 
a flat pelvis with a conjugate vera of 7.5 or over 
or in a justo-minor contraction, where the anterior- 
posterior diameter is 8.5 or over. The larger the 
conjugate, the better the prognosis in pubic section. 
Decision to do a hebostectomy presupposes full dila- 
tation of the soft parts. Pubiotomy is the operation 
of choice if a woman has had repeated vaginal ex- 
aminations, or if the membranes have been ruptured 
for a long period. On the other hand, in primiparae 
with pelvis of 8.5 cm. or under, particularly if the 
dilatation of the soft parts is not completed, ab- ~ 
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dominal Cesarian Section offers the best route for 
delivery, and the extra-peritoneal method seems to 
us to be method of choice in these late cases, for it 
has been shown clinically that where the membranes 
have been ruptured for a long time pathogenic 
bacteria can be demonstrated in the amniotic sac, 
extra-peritoneal delivery prevents soiling the peri- 
oneal cavity with these organisms. 

Most of the bad results attributed to pubiotomy, 
such as bladder injuries, have occurred in those 
cases where tenative traction has been made on the 
head with forceps prior to the pubic section and a 
rent in the vaginal structures started, or where the 
forceps have been left in place and used to bring the 
head into the pelvis after section of the pubic bone 
has been made. All anterior wall and bladder in- 
juries can be directly traced to placing the soft 
tissues on the stretch between the forceps and the 
cut ends of the bone. In our clinic, when pubic sec- 
tion is done, the head or the presenting part is al- 
lowed to descend spontaneously into the pelvic cavity 
and reach the ischial spines before any artificial 
effort is made to deliver it. In this way the soft 
structures are conserved. Should the presenting 
part fail to enter the brim after the pubis is divided, 
the woman is allowed to come out of her anaesthetic 
in order that the uterine contractions, either un- 
aided or excited by the administration of pituitary 
extract, may force the presenting part into and 
through the pelvis. After the head has become en- 
gaged, should it be necessary to hasten the delivery 
owing to variations in the fetal heart beat, it is an 
easy matter to apply low forceps and deliver. 

In funnel pelvis, the dystocia does not occur un- 
til the labor has gone well along into the second 
stage, and difficulty is encountered in getting the 
head free from the outlet. This obstruction results 
from the head pivoting at a lower point on the 
pubic rami than in the normal case, hence it must 
come out through the space between the bisischial 
line and the tip of the sacrum, or the posterior sag- 
gital diameter of the outlet. When arrest at this 
point is met, the posterior saggital diameter may be 
actually lengthened by turning the woman on her 
side and flexing her thighs on the abdomen and 
conducting the delivery in this position. Should 
posture not increase the anterior-posterior outlet 
diameter sufficiently, pubic section will be neces- 
sary. Our statistics show 80 per cent. of spontane- 
ous deliveries, 4 per cent. of forceps extractions, 6 
per cent. of pubic sections, and 10 per cent. by 
Cesarian. The points we desire to emphasize as 
the result of our clinical experience in the manage- 
ment of this class of cases are as follows: 


1. That accurate pelvimetry is absolutely neces- 
sary in order to recognize the type of deformity: 

2. That pelvimetry without the relative estima- 
tion of the size of the fetus is of iittle value and 
that the most accurate fetometry is the test of labor. 

3. That every borderline case should be given 
a test of labor and that this should be conducted in 
a hospital under the most scrupulous asepsis. That 
all examinations should be made through the rec- 
tum. Only in making the ultimate decision as to 
procedure is a vaginal examination to be made. This 
is then done with the patient anaesthetized and un- 
der the strictest surgical technic. 

5. That spontaneous delivery will reward pa- 
tience and vigilance in 80 per cent. of such cases: 

6.. That pubiotomy is safe in multipara with flat 
pelvis of 7.5 cm. or over and in justo minor con- 
traction when the conjugate vera is over 8.5 cm. 
and in funnel pelvis in primipare. That the Doeder- 
lein technic is the simplest and safest. 

7. That extra-peritoneal section should be elected 
as the method of delivery when the labor has been 
prolonged and the membranes have been ruptured 
for a long time. The classical operation should be 
reserved for the elective cases, and finally, that no 
hard and fixed rule can be set down-for the man- 
agement of any case. Each case has to be individu- 
alized. 


THE TREATMENT OF PLACENTA PREVIA 
WITH SPECIAL CONSIDERATION OF 
CESARIAN SECTION. 

R. L. Payne, M.D., F.A.C.S., 
Consulting Surgeon, St. Vincent’s Hospital. 
NorFo.k, VA. 


Teachers of medicine should be particularly care- 
ful of their utterances, for not only their students 
but the whole medical fraternity will think that 
they speak ex cathedra, with all the force of au- 
thority. This is important in the discussion of the 
merits of Cesarean section in the treatment of 
placenta previa which has been prosecuted with 
almost a furor by obstetricians within the past three 
or four years. One who has attended the meetings 
of the State Medical Societies during this period 
will surely notice the growing impression among 
general practitioners (who, after all, do the ob- 
stetrics of the world) that Cesarean section is to 
be regarded as the remedy par excellence in such 
cases and there is much source for anxious thought 
in this dangerous attitude. Recently, in conversa- 
tion with one of the leading obstetrical teachers 
in this country, he told me of the following inci- 
dent. He had been called over the telephone by 
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a practitioner fifty miles away, in a small town, 
to give his advice. The doctor said: “I am get- 
ting ready to perform a Cesarean section for pla- 
centa previa and I want your advice as to details. 
I have done two sections in such cases. The first 
died from hemorrhage. In the second case to 
avoid this danger I put clamps on the broad liga- 
ments and left them on, but she died in six hours 
of embolism and I thought you might give me some 
advice that would help me.” The professor advised 
him not to do the section at all, but he replied: 
“I must do the section, as it is generally recog- 
nized that this is the best treatment.” This is a 
very significant picture of what is probably going 
on all over this country today, because many a 
brave, conscientious, but incompetent doctor feels 
that Cesarean section is the proper treatment for 
placenta previa. If the teachers of obstetrics be- 
gin to tell their students that section is the proper 
treatment in even a minimum of such cases then 
we may well shudder over the legalized murder 
that will be done. But after all that has been writ- 
ten on this subject the impression made upon the 
profession has been unintentional, for the teachers 
who have spoken have no doubt meant less than 
their words have conveyed. In recent interviews 


with a number of leading obstetrical teachers, in 


the large medical centers of the North and East, 
when I have pressed the question, “What are you 
going to teach your students about this matter?” 
all, save one, have agreed in saying: “I shall teach 
that in cases of placenta previa Cesarean section 
should be restricted to a very few cases—cases 
associated with dystocia from obstruction; a few 
cases of placenta previa centralis and in cases oc- 
curring in primipare with small vagina and rigid 
es.” Now this teaching practically reduces the rec- 
ommendation to a minimum, for in cases of dystocia 
from obstruction the section must be done because 
of the obstruction; the cases of placenta previa 
centralis, as compared with the whole number of 
cases of placenta previa, are infrequent, and while 
it is possible to have a case of placenta previa with 
rigid os, in a primipara, the cases are so few as to 
make them negligible in this discussion. Williams, 
quoting from the statistics of Doranth, based upon 
30,796 labors, states that placenta previa occurred 
in only 0.17 per cent. of the primipara, and obstetri- 
cians of large experience will tell you that in almost 
all cases (in all the 25 cases that I have observed) 
of placenta previa the os is relaxed and softened 
to such an extent that the constant danger is lacera- 
tion, if great care is not exercised in the extrac- 
tion of the child. If these things are true, how care- 
ful we should be in advising an operation which 


is applicable at best to very few patients and which 
must not bé attempted save by men of great oper- 
ative ability and under ideal surroundings. But in 
spite of these facts it still remains that quite a num- 
ber of leading obstetricians, at home and abroad, 
within a few years have written papers advocating 
section as the safest of all methods of treatment, 
both for mother and child, and laying especial stress 
on the greater chances of life for the infant. The 
number of cases reported are yet too few on which 
to base any conclusion, but are notably deficient in 
encouragement as regards infant mortality. In ad- 
dition, it may be said that such statistics are mis- 
leading, for without exception the operations have 
been performed under exceptional circumstances, 
by men of high technical training and should not 
be used in comparison with other published statis- 
tics; but even then they do not show any decided 
gain. The comparative . statistics of  Déderlein 
(Zentralblat, fiir Gynak., Vol. xxxvii, pp. 1381-1913, 
of the result in 5,615 cases of placenta previa, treated 
in German Maternities, by various ‘methods, show a 
combined maternal mortality of 8% and a fetal mor- 
tality of 54%. When we come to analyze these 
statistics we find 309 cases treated by rupture of 
the membranes show a maternal mortality of 0.9% 
and a fetal mortality of 25%, while 146 cases 
treated by Cesarean section show a maternal mor- 
tality of 8.9% and a fetal mortality of 30%. True, 
E. P. Davis reports (Journal A. M. A., 1914, LXIII, 
296), 17. cases of Cesarean section with no mater- 
nal mortality but a fetal mortality of 40%—but 
compare this small number of cases with the report 
of Stratz (International Abstract of Surgery, vol. 
21, p. 188, August, 1915), covering 173 cases 
treated by the Braxton Hicks method with a ma- 
ternal mortality of 0.6 of one per cent. (maternal 
mortality due to embolism) and a fetal mortality 
of 33% (children dead before treatment was insti- 
tuted not counted). 

Can we hope to get better results than Hoffmeier 
with 37 cases, or Behm with 35 cases, or Zwiefel 
with 62 cases, or Hauck with 18 cases, all treated 
by the Braxton Hicks method with no maternal 
mortality? If, then, we can show no distinct gain 
for mother or child by Cesarean section even while 
the operation remains in the hands of the skilled 
operator, in well equipped hospitals, have we not 
everything to fear if the operation shall be under- 
taken by men of small experience and in hazardous 
surroundings? But there is still another considera- 
tion: if the operation is done successfully, both 
for mother and child, the danger to the mother is 
not yet over, for the line of incision often leaves 
a permanently weakened uterine wall; so there is 
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much truth in the dictum of Cragin (New York 
Medical Journal, July 1, 1916), “Once a Cesarean, 
always a Cesarean,” for in each subsequent preg- 
nancy there is great danger of a ruptured uterus. 
This is no empty fear, as many such ruptures have 
been recorded and Asa B. Davis in reporting six 
such cases explains their occurrence by ‘the delay 
in bringing the woman into the hospital, after the 
inception of labor, and hence the delay in repeat- 
ing the section. 

“Considering the subject in all its phases I cannot 
feel that Cesarean section is to be recommended 
save in a very few cases of placenta previa and 
then must be attempted by only a limited number 
of experts who must operate under ideal condi- 
tions. It can never come into general use in the 
treatment of such cases because of the multiplicity 
of inherent dangers and because placenta previa is 
always an emergency and must be treated as an 
emergency. There is little hope of much improve- 
ment in the fetal mortality since the child is most 
often immature. There is great hope of improving 
the maternal mortality by prompt action. As soon 
as the diagnosis is determined the treatment should 
begin. There must be no delay except such as is 
absolutely necessary for preparation. We must 
not try to wait until the child is viable. The time 
lost while repeated hemorrhages occur, repeated 
examinations are made and repeated tampons are 
applied mean a constantly lowered resistance and 
almost certain infection for the mother. If the 
child is viable the Braxton Hicks method should be 
chosen, bringing down a leg to act as a plug that 
may be pulled upon if necessary to restrain hemor- 
rhage. Pulling on the leg as little as possible, but 
allowing spontaneous delivery of the shoulders, 
with prompt delivery of the after-coming head of- 
fers the child the best chance for life and is fairly 
safe for the mother. If the child is non-viable then 
all that is necessary is to rupture the membranes 
freely, evacuating as much as possible of the amni- 
otic fluid and await spontaneous delivery. Happily, 
central placenta previa is the least frequent of oc- 
currence, lateral or marginal placenta previa is 
much more common and so one usually controls 
the bleeding as soon as the breech is brought down 
into the os or the evacuation of the waters allows 
the head to come firmly down on the placental site 
with every pain. 

After all, however, no matter what the treatment 
the results in placenta previa are largely due to 
the skill and judgment of the doctor in charge, the 
energy and promptitude with which the emergency 
is met, and the surroundings which attend the 
patient. 


NITROUS OXID ANALGESIA AND ANES- 
THESIA IN OBSTETRICS. 


L, HENDERSON, M. D., 
LouIsvILLeE, Ky. 


The artificial induction of analgesia and anes- 
thesia to prevent physical suffering incident to the 
treatment of wounds and the performance of surgi- 
cal operations is not an idea of recent origin ; on the 
other hand, there exists abundant evidence indicat- 
ing that it is a practice of great antiquity. 

The anesthetic effect of nepente was mentioned 
by Homer (11th century B. C.); Herodotus (500 
B. C.) referred to the Scythians inhaling vapors of 
hemp to produce intoxication; the analgesic action 
of mandragora was emphasized by - Dioscorides, 
Pliny (1st century A. D.), and others of that era; 
a physician in the third century (Iloa-Tho) ad- 
ministered to his patients a preparation of hemp 
whereby they were rendered insensible during 
surgical operations; mandragora was extensively 
used as an anesthetic by de Lucca (13th century 
A. D.); Shakespeare repeatedly referred to anes- 
thetizing draughts; amputation was performed 
(Meissner) upon a Polish king (1782) while nar- 
cotized. 

The analgesic and anesthetic properties of nitrous 
oxid gas when inhaled were discovered by Davy 
(1800), who suggested: “As nitrous oxid, in its 
extensive operation, seems capable of destroying 
physical pain, it may probably be used with advan- 
tage during surgical operations in which no great 
effusion of blood takes place.”. Faraday (1818) 
demonstrated that inhalation of ether vapor induced 
anesthetic effects similar to those of nitrous oxid, 
and Long (1842) used ether for the induction of 
anesthesia during surgical operations. Wells 
(1844) had a tooth extracted while under the in- 
fluence of nitrous oxid. Morton (1846) employed - 
ether for surgical anesthesia; Simpson (1847) first 
used ether as an analgesic in obstetrics; Flourens 
(1847) proclaimed the anesthetic effect of chloro- 
form. The suggestion of Davy (1800) was ap- 
parently forgotten for over half a century, i. e., 
until Andrews (1863) advocated nitrous oxid gas 
with oxygen to induce analgesic and anesthesia. 

Much has been written concerning the relative 
safety of the various drugs for the induction of 
analgesic and anesthesia by inhalation. The dan- 
gers attending both chloroform and ether have been 
thoroughly exploited and emphasized. Both drugs 
have been extensively utilized in obstetrical prac- 
tice, and the dangers of each are about equal in 
this class of cases. The deleterious effects upon 
the kidney and lung from prolonged administration 
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of ether are too familiar to require repetition ; like- 
wise, the effects of chloroform upon the cardiac, 
respiratory and hepatic mechanisms are well known. 
Both are distinctly unsafe in obstetrical practice, 
where to prevent physical suffering analgesia usual- 
ly has to be continued for an average of two hours. 
That the dangers of these drugs by inhalation were 
recognized by older obstetricians is evidenced by 
their teaching—that “the least possible quantity of 
either should be used.” In addition to the im- 
mediate and remote dangers incident to their ad- 
ministration, both drugs are objectionable and in- 
effective, because insufficient amounts to induce 
analgesia, and quantities sufficient to induce anes- 
thesia, are equally potent in defeating the object 
sought to be attained, i. e., in either event the ex- 
pulsive efforts of the prospective mother are 
markedly minimized, labor is retarded unless in- 
strumentally completed or pituitrin administered, 
and complications are thus favored. In this con- 
nection, the suggestion seems pertinent that the 
administration of pituitrin is not always devoid of 
danger. 

Not very long ago I was requested to administer 
the analgesic to a primipara for a prominent obstet- 
rician in this city, and he insisted upon chloroform 
being used; the administration was continued for 
three hours, and as a logical consequence violent 
chloroform poisoning ensued. The patient remained 
in a precarious condition for several months, but 
finally recovered. It seems probable that many 
fatalities have occurred from the remote effects of 
chloroform and ether administered during child- 
birth. The prevailing popular belief that “chloro- 
form never killed a woman in labor” has been prov- 
en a fallacy ; and the same may also be said concern- 
ing ether. 

The method of attempted induction of analgesia 
in obstetrical practice devised by Steinbiichel 
(1903), the so-called “Frieburg method” of Gauss 
(1906), the “Twilight Sleep” or “Painless Child- 
birth” of the laity, i. e., by the administration of 
scopolamine and morphine, is merely mentioned for 
the purpose of condemnation. Certainly the combi- 
nation of opium and hyoscine cannot be said to have 
a single valid indication as an analgesic during 
childbirth ; and more important still, the administra- 
tion of such drugs is dangerous and their effects 
uncertain. It is unfortunate that the so-called twilight 
sleep was given such wide publicity through secular 
channels. This method of attempting to secure 
obstetric analgesia has been pronounced a failure 
by eminent obstetricians after thorough trial, and 
has now been practically abandoned. 

Nitrous oxid gas and oxygen appear to have been 


first employed in obstetrics by Klikowisch (1880), 
who reported twenty-five cases in which this method 
of inducing analgesia was utilized. He used eighty 
per cent. nitrous oxid and twenty per cent. oxygen, 
and stated that three or four inhalations rendered 
uterine contractions painless without obscuring con- 
sciousness, that contractions were oftentimes stimu- 
lated, and in no instance were they diminished in 
frequency or force. 

Subsequent to 1880 the employment of nitrous 
oxid and oxygen analgesia in obstetrical practice 
was apparently forgotten until revived by Webster 
(about 1905), who used the method in operative 
obstetrics where ether and chloroform were con- 
traindicated. Since then the field of usefulness of 
nitrous oxid has been rapidly extended until it is 
now quite generally employed in surgical, gyneco- 
logical and obstetrical practice. It has long been 
known that nitrous oxid gas is the most volatile of 
all inhalation anesthetics, that it acts most quickly, 
and its effects are dissipated most rapidly. It was 
the knowledge of these facts which caused the popu- 
larity of “laughing gas” in the practice of dentistry. 

Properly administered by a competent anesthetist 
nitrous oxid is undoubtedly the safest and most 
effective of all the inhalation anesthetics; other- 
wise there are reasons for believing it may be the 
most dangerous. An expert can prolong its ad- 
ministration indefinitely without danger to the pa- 
tient, the gas being non-poisonous and non-toxic, 
provided a proper admixture of oxygen be allowed. 
It has been tritely stated that “no individual can be 
starved so long as sufficient food be allowed to sus- 
tain life,’ and with equal propriety it may be said 
that “no individual can be killed with nitrous oxid 
gas provided sufficient air be permitted to maintain 
life.” It must be remembered, however, that the 
administration of gas alone may quickly produce 
death from acapnia or asphyxia. It is estimated 
that in the hands of experts, not one death should 
occur in five million administrations. 

It so happens that I was the first to employ 
nitrous oxid gas in Louisville for the induction of 
analgesia in obstetrics. That was during the month 
of September, 1914, the case being a private patient 
delivered at the Jewish Hospital. Analgesia was 
continued for two hours. Since that time I have 
used gas to the exclusion of other analgesic and 
anesthetic agents in every obstetrical case which 
has come under my personal observation, and also 
when called upon to administer an analgesic under 
similar circumstances for others, excepting when 
for some good reason the apparatus could not be 
transported, or the attending obstetrician insisted 
upon chloroform or ether being given. 
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For the induction of analgesia, it has been my 
habit to employ only nitrous oxid gas and air, by the 
intermittent method ; oxygen in the required amount 
is substituted only when anesthesia is desired, the 
air being then discontinued. This method has been 
followed in a large number of cases, and no un- 
favorable effects have been noted upon either the 
mother or the child, analgesia being continued for 
periods ranging from thirty minutes to three hours. 
The gas is withdrawn between pains, the patient 
remaining perfectly conscious. Nitrous oxid and 
oxygen have also been successfully used during 
the last few years to induce anesthesia for a great 
variety of obstetrical operations, including the Ce- 
sarian sections, instrumental deliveries, versions, 
trachelorrhaphies, perineorrhaphies, etc. In such 
cases a small quantity of ether is also given to se- 
cure complete relaxation if needed. 

The administration of gas is usually commenced 
during the second stage of labor, or so soon as the 
pains become sufficiently severe to cause suffering, 
and under the analgesic effect cervical dilatation 
may be completed if necessary. By this method the 
second stage is materially shortened, the patient 
undergoes no physical suffering, the cervical mus- 
culature is quickly relaxed, the natural pains of 
labor are not retarded, the expulsive efforts of the 
patient are increased rather than inhibited, and the 
completion of labor is thus greatly facilitated. If 
the gas be properly administered consciousness is 
not obscured, although the analgesic effect is suffi- 
cient to obliterate physical suffering, and the mental 
status of the patient is restored to normal within a 
few minutes after completion of labor. The gas is 
quickly eliminated without deletrious effect upon 
either mother or child. No maternal nor fetal cya- 
nosis has been observed in any case; and there has 
been absolute freedom from post partum hemorr- 
hage and other unusual complications. 

A few words may be permitted as to the most 
suitable apparatus: After careful examination of 
the various instruments now being manufactured 
for the purpose, I have come to the conclusion that 
the small apparatus devised by McKesson especially 
for obstetrical work is the most practical, because 
of its small size, light weight, portability, etc. The 
older patterns are too cumbersome for easy hand- 
ling, and are therefore unsuitable for obstetrical 
cases outside of hospitals. The McKesson outfit is 
so light that it may be easily transported from place 
to place, it can be used to equal advantage in the 
hospital or the home of the patient, and in conse- 
quence is especially adapted to the class of cases un- 
der consideration. 


An objection which has been urged against nit- 
rous oxid analgesia in obstetrics is the additional 
expense incurred, which must of course be borne 
by the patient. Greater experience and care in ad- 
ministration have demonstrated that the cost is less 
than has heretofore been believed. For instance, 
I have been able to keep the patient continuously 
in an analgesic state for three hours with one cylin- 
der (100 gallons) of nitrous oxid, the cost of which 
as we know is $2.25. Therefore, we are well with- 
in the margin of safety if we charge at the rate of 
$1.50 per hour, for the gas, and this does not seem 
unreasonable when the advantages accruing to the 
patient are considered. 

When called to administer nitrous oxid in an 
obstetrical case, to be on the safe side I always take 
two full cylinders of gas (100 gallons each) and one 
cylinder (40 gallons) of oxygen. Thus far, how- 
ever, one cylinder of gas has been sufficient, the 
longest period of administration having been three 
hours. 

From the foregoing it would appear that in nit- 
rous oxid gas we have a safe and efficient analgesic 
which is worthy of general adoption in obstetrical 
practice, and one which clearly refutes the biblical 
proclamation that “in sorrow thou shalt bring forth 
children,” although the credit for painless labor has 
hitherto been claimed by Gauss and his “Dammer- 
schlaf.” 
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ReEcTAL EXAMINATIONS DurRING Lazor. 

Too frequent vaginal examinations, “ironing out 
the perineum,” must also be condemned. The dan- 
ger of such manipulations is in the installation of 
mild infections which later lead to invalidism. Oc- 
casionally such a mild infection leads to fatal pul- 
monary embolism, and again a virulent sepsis re- 


sults. For these reasons the rectal examination 
should be substituted for the vaginal in nearly all 
cases of labor. It is astonishing what may be ac- 
complished by the rectal examination, and it re- 
quires very little practice to acquire efficiency in it. 
I have conducted the majority of my cases by 
means of this method of exploration —JosEPH B. 
De Lex in The J. A. M. A. 
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PRESENT DAY -INDICATIONS FOR OB- 
STETRICAL FORCEPS. 
GrorGE CLARK Moser, A.M., M.D., F.A.CS., 
Kansas City, Mo. 


‘It might at first glance be considered an anach- 
ronism. to propose, anywhere except in the class 
room, .a discussion of the forceps. An obstetrical 
career extending over thirty years, two-thirds of 
which time the writer was engaged in teaching mid- 
wifery, however, has demonstrated, sad as the ad- 
mission becomes, that no surgical instrument is 
more often wrongly used, (unless the currette alone 
be excepted) than forceps. 

The forceps, which Baudelocque hailed in his 
apostrophe as the most useful surgical appliance 
ever invented, has never been generally understood 
by the medical man, and through inexpert, careless 
or hysterical application, it is today the cause of 
much infant mortality or, worse, of serious mental 
defect, and also more maternal injury than ‘the 
operator dreams of being able to inflict. 

- A few years ago Prof. Sinclair, of: Manchester, 
came over and told the Canadians that the obstet- 
rician simply provided material for gynecology 
through unskilled use of midwifery forceps. Of 
course he was speaking in hyperbole, as is any other 
writer who makes a strong point by generalization, 
still both advocates to any cause are entitled to a 
day in court. 

It is not necessary to go back to the day of the 
Chamberlens to find examples to substantiate the 
charge of Sinclair. In that age it was a mystery, 
and the accoucheur might creep unannounced into 
the lying-in chamber and hastily drawing the instru- 
ment from the folds of his gown, apply it and es- 
cape, leaving the obstensible attendant in charge. 
Or, Chamberlen not having the benefit of the pelvi- 
meter, Mauriceau could in the case of his celebrated 
dwarfed subject proposed for demonstration, make 
good his prediction of failure to deliver, because 
Mauriceau was a close clinical observer and could 
conclude that any delivery per vias naturales would 
be impossible, in such deformity as was encountered 
in that subject. 

Even in our boasted twentieth century when ob- 
stetrics is so much better taught and mannikin prac- 
tice drilled into every student’s course, innumerable 
cases come to light of fractured fetal skull, injury 
to the infant brain and resulting imbecility and to 
the mother a chain of grief, from deep lacerations 
to fractured pelvis and ruptured uterus. 

An instance which occurred some years ago in the 
city where the writer lives, resulted after the oper- 
ator had borrowed forceps, which he unfortunately 


applied, and after bracing his foot against the bed 
rail, pulling against the helpless victim held by two 
women assistants, who grasped her shoulders, he 
finally achieved a result. The attendant being of 
two hundred pounds weight, with the strong coun- 
ter support of the neighbor-assistants, finally suc- 
ceeded in breaking the ramus by his efforts. He fell 
back on the floor and the baby spattered against the 
opposite wall. It is needless to say the final report 
of this case included two deaths. 

The good doctor in Tristram Shandy might well 
have related this incident in his story to Uncle Toby 
of the child which was ejected from the womb like 
the ball from the cannon. 

It is unnecessary to multiply awful examples, but 
no art is perfect except that the failures are used 
as a text in the evolution of the’ science on which 
the art is based. 

It is, therefore, worth while to carefully con- 
sider whether, as my friend Rudolph Holmes says, 
“obstetrics is a lost art.” It cannot be gainsaid that 
in the day before forceps came into use, the art of 
version reached a degree of mechanical expertness 
which it has not since enjoyed. It is also a melan- 
choly fact that in view of the popular craze for 
cesarian section we are liable to see this operation 
carried to the extreme suggested by one of the 
faculty of the University of Kansas, who proposed 
to come to Kansas City to have his wife‘ delivered 
by section simply to avoid the pain which the ordi- 
nary labor would involve, the patient being per- 
fectly normal and the foetus L. O. A. 

On the other hand, the forceps is not as frequently 
used as formerly. During the past year at the Kan- 
sas City General Hospital forceps was resorted to 
in but two cases out of 276 deliveries; cesarian sec- 
tion was done four times. However, the great point 
which must be constantly borne in mind is that the 
forceps is to be considered whenever a condition 
threatens the life of mother, child, or both, and 
that the instrument can be used to terminate labor 
without great danger to either. The forceps is indi- 
cated only when the head of the fetus presents oc- 
ciput anterior, or can be rotated to the anterior. The 
head must be engaged 2-5 of an inch at the brim and 
further progress stayed. The cervix must be fully 
dilated or dilatable. The blades must be fitted to 
the sides of the head of the child, the only relation 
in which tension can be made without fetal injury. 
In other words, the most essential element of tech- 
nical skill in using forceps is the ability of the at- 
tendant to determine the maternal diameters, the 
cephalic presentation, the relative size of the fetal 
head and that the head and pelvic diameters ap- 
proximate each other so that the delivery may be 
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effected without serious injury to either patient. 
Unless these conditions prevail it is not a case for 
forceps. 

Forceps is not indicated with a head freely mov- 
able above the pelvic brim nor is it desirable with a 
head lying persistently in the occiput posterior, ex- 
cept to effect rotation before the faulty position be- 
comes fixed. Forceps should under no other cir- 
cumstance be applied. 

The relative danger to the child in an attempt to 
deliver in case of a non-rotated occiput posterior is 
most formidable. Much of the criticism of neurolo- 
gists and pediatricians as to injuries to the infant 
brain resulting from forceps is to be attributed to 
the fact that the position of the head is not ac- 
curately known and the delicate structures are thus 
subject to great traumatism resulting in permanent 
mental defects if not in the loss of the life of 
child, 

Hence let it be understood that no attendant at 
labor should attempt forceps delivery unless he has 
had a large amount of mannikin drill and also clin- 
ical experience under a qualified teacher in the use 
of forceps and is so accustomed to diagnosis of the 
diameters, the position of the head and the degree 
of engagement, that he is positive of the mechanical 
problems which are to be faced. 

No doubt the most dangerous application of for- 
ceps is the premature attempt to effect delivery be- 
fore engagement and before complete dilitation of 
the cervix. It cannot be denied under such circum- 
stances that injury is practically universal. 

The assertion that resort to forceps is ever done 
simply as a means of saving the time of the attend- 
ant is so atrocious that I believe it to be a charge 
that could not be sustained. 

It is not the object of this paper to be more than 
a suggestion. Forceps delivery like any other art, 
must be individual. It must be acquired and the 
only way it can be so much the possession of any 
operator as to be his own, is to have him know first 


the anatomy, next his diagnosis of position at the _ 


inlet must be accurate, and next he must have se- 
cured that facility of technic which makes him 
master of the situation. 

When do forceps and pituitary extract come into 
competition? It is only when, given a multipara, 
the head is in the cavity and L. O. A., there is iner- 
tia and stasis at the outlet; a dose of pituitrin will 
often save the need of forceps, but it is to be borne 
in mind there is no watchful hand at the helm in 
pituitrin as there is in a low forceps extraction, and 
the danger of excessive effort at expulsion may re- 
sult in deep laceration. Pituitrin is not without its 
own dangers. Two cases have recently been re- 


‘lated to me where,. being used in primiparae before 


dilatation, death of the fetus resulted with no other 
apparent cause than the drug. 

As to comparative value of forceps and cesarian 
section, the argument is perfectly clear. The sec- 
tion -is indicated in any instance where with failure 
of maternal efforts there is no engagement, if there 
appears danger to mother (rapid exhaustion, 
hemorrhage, signs of rupture of the uterus, eclamp- 
sia) or to the child (a pulse of over 150 or under 
110, discharge of meconium in a head presentation 
or rapid convulsive fetal movements.) This would 
include tedious occiput posterior cases as well as in- 
stances of the fetal head in anterior position failing 
to engage and where signs of maternal exhaustion 
are evident. 

When the teaching of obstetrics reaches the Uto- 
pian period that each man graduated has that tactus 
eruditus and appreciation of the facts, that he can 
make an accurate diagnosis of presentation, position 
and degree of engagement, and he is able to apply 
forceps exactly to the sides of the head and to the 
head lying in position where the case is one for 
forceps, not for version nor for cesarian section, 
this branch of the art of the accoucheur will be 
placed on a plane properly its own and it will not 
be in competition with any other procedure. 


PRENATAL DIAGNOSIS, THE MAJOR 
NEED IN OBSTETRICS. 
Epwarp A. Ayers, A.M., M.D., 
Emeritus Professor of Obstetrics, New York Polyclinic, 
BRANCHVILLE, N. J. 


In my opinion the science of obstetrics is ‘nearer 
definite exactitude — standardization — than any 
other specialty of medicine, and that the art of 


obstetrical practice, including all confinements, 
shows the poorest attainment of all the specialties 
in medical practice. 

If every pregnant woman could be carefully 
studied at the seventh month, again at the eighth 
month, and confined under hospital facilities by an 
expert in both the science and the art of obstetrics, 
an improvement of something like fifty per cent. in 
maternal and fetal undesirable results would be 
attained. 

Given a sufficient opportunity in prenatal diag- 
nosis, it is a small per cent. of approaching com- 
plications in pregnancy that cannot be predicted, 
and with foreknowledge a large per cent. of the 
evils that would occur under last minute diagnosis 
could be avoided—by an expert. 

So startling a divergence between our attained 
science and our art in the medical specialty that 
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holds the largest relation to life and health, should 
compel serious consideration. 

No medical graduate should be considered ‘s- 
stetrically capable who cannot make accurate diag- 
noses of maternal pelvic dimensions and fairly 
accurate estimates of fetal head dimensions at 
whatever time in pregnancy forceps traction will 
accomplish the delivery of an uninjured child and 
mother, nor a proper operator who cannot skillfully 
apply his knowledge. 

To obtain the best results in cases of pelvic in- 
sufficiency or fetal over-sufficiency, one must fore- 
see the “indicated” method of delivery, whether 
premature induced labor, forceps traction without 
the aid of fetal head molding, or with it, version, 
Cesarian section, pubic section or craniotomy. 

The vast majority of confinements always have 
been and probably always will be in private dwell- 
ings, with little preparation in advance for a major 
operation. All the more is it needful to foresee the 
entire procedure. With the time of labor set by 


the indeterminate will of Nature, the physician 
cannot be sure of proper assistance. The conscien- 
tious obstetrician should, if he has opportunity, 
determine the mensural relation of fetal head to 
maternal pelvis at the seventh month—particularly 


in primiparae, in order that he may judge while 
there is time if it is best in the given case to make 
an early induction of labor, for this procedure’s 
scope lies between viability and full term. With 
patients whose delivery at full term with forceps is 
doubtful, and who will not or cannot be environed 
with proper major operative skill and outfit, a fore- 
stalment of the necessary weeks, promises best re- 
sults. In most medical discussions of procedure the 
argument follows the idea of the best method by 
the best qualified, but in most obstetrical cases 
neither of these desirables is present. As between 
induced labor and severe forceps traction—with 
possible failure with the forceps—and with practi- 
tioners of moderate skill, the former will average 
the best results. But this implies accurate early 
prognosis. 

Inasmuch as quite a large proportion of women 
do not “engage” a physician until perhaps in labor, 
or are cared for by midwives, to secure the advan- 
tages of early diagnosis our lines of effort must be 
through general education of women, to making 
early diagnosis a household maxim. And as to 
those women attended by midwives, the state would 
be well within its powers in conservation of human 
life if it included in the license to midwives as much 
legal persuasion as possible toward making early 
diagnosis by a physician the custom. 


The drama is an old one, and unfortunately still 
“running,” of the physician fretting over a “de- 
layed” labor, perhaps giving ergot or pituitrin, or 
rupturing the membranes, to expedite the confine- 
ment and let him go hence, and when the uterus 
has spent most of its energy charge, or the waters 
have drained away, or the vagina become dry and 
edematous, he finally discovers that the pelvis is 
contracted. The forceps are applied to an unen- 
gaged head, traction is wrongly made by holding 
the handles too far back against the perineum in- 
stead of by pressing downward with the right hand 
at the junction of the shafts; the perineum is 
mashed apart before the head is upon the pelvic 
floor; the head fails to engage; the existence of 
fetal life is in doubt ; perhaps version is undertaken ; 
a safe major operation is rendered unsafe, even if 
one could be sure of a viable fetus, and the tragedy 
of craniotomy provides the climax of the perpetual 
drama of unpreparedness. 

The pages of literature on cesarian section could 
make an unbroken ribbon over the entire length of 
the Lincoln Highway, but vastly more lives will be 
saved from extinction at the threshold if more 
emphasis and statistical investigation could be given 
to the number of women confined in homes or in 
hospitals, with or without early diagnosis by ex- 
perts or average practitioners. 

Malpositions sometimes do not develop until the 
uterine contractions of labor begin, but most of 
them are established and the trap of trouble set for 
the unwary in plenty of time to be discovered. 
Many such can be corrected before labor, and most 
of them adjusted in the beginning of labor. Prena- 
tal diagnosis is again the essential factor in the 
argument. Twin-pregnancy is not difficult of diag- 
nosis. Prolapsus funis should very seldom cause 
the birth of a suffocated child in prenatal diagnosis. 

Central implantation of the placenta, even though 
no prenatal hemorrhage has raised the obstetrical 
semaphore sign of danger, can usually be recog- 
nized before labor—at least by an expert. 

Eclampsia is a treacherous disease, but most 
destined cases can be thwarted through careful 
attention. 

Although ectopic pregnancies seldom reach the 
later months with a living or dead fetus—abdom- 
inal pregnancy, the latter is not difficult of diag- 
nosis. No special advantage is here secured by 
early diagnosis except a little more time in which 
to select the day for abdominal section and to pre- 
pare the patient, but this is well worth gathering 
incidentally in the net of general custom of early 
diagnosis. 
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Abnormal conditions of the pregnant woman, 
such as anemia, valvular and other heart .defects, 
abdominal tumors, gonorrhea, tuberculosis, ‘con- 
stipation, hernia, uterine fixation and various: other 
deviations from perfect health, lengthen the list of 
advantages in early diagnosis. 

The above citations are scarcely more than a 
captional glossary of the lines of application of 
prenatal diagnosis, but they are sufficient to show 
why the science of obstetrics, though best stand- 
ardized of all the specialties, and though most poor- 
ly applied in its practice, is nevertheless capable of 
immense improvement in this best-known and poor- 
est-applied specialty. 

The remedy lies in efficient ante-partum clinical 
training, not instruction but training, of every medi- 
cal student before he is granted a license to prac- 
tice medicine, and in furthering such public ap- 
proval of maternal and infant life conservation as 
will secure better care of the pregnant woman than 
the innate irregularities of labor supervention and 
the unsatisfactory reimbursement of obstetricians 
now offer. 

Thirty years ago few medical graduates began 
obstetrical practice with any tactile obstetrical ex- 
perience. Today most colleges require a minimum 
clinical training, but it is still far from producing 
expert antepartum diagnosticians. 

I spent many years in personal clinical instruction 
of undergraduates and physicians in obstetrics, and 
while they mostly looked upon labor demonstrations 
as the chief feature of the course, strenuous effort 
in developing their skill in ante-partum diagnosis 
and labor forecast was considered the more im- 
portant by their teacher. 

The medical profession has not taken the lead as 
it should in the advancement of the broad lines of 
public endeavor in life conservation. It has con- 
centrated disproportionately upon the evolution of 
medical science in its application to its members as 
individuals. 

We have been content in obstetrics to be good 
obstetricians with our patients, the women who 


could pay for our services, leaving a large per cent. © 


of all confinements to midwives. The midwife is a 
daily growing anachronism. Better from every 
point of view, in public health economies and ob- 
stetrical capability, that the state provide capable 
medical obstetricians to care for the poor through 
pregnancy, than leave them to the midwives that 
can never be educated to the obtainable standard of 
efficiency. 

Over half the confinements in Newark, N. J., 
(52 per cent.) are in charge of midwives. Here is 


a large field of obstetric service that is practically 
under the old régime that lets Nature take her 
course, and it is the special function of. obstetrical 
science to improve on Nature, which is. always 
wasteful to an extreme degree. Instead of trying 
to make good obstetricians out of midwives, a hope- 
less endeavor—or trying to handle this field of life 
conservation through public health management by 
physicians—would it not be better to bring this 
clinical field into a.college or hospital control that 
would both give to these women a scientific care, 


-far above their midwife service, and also provide 


increased opportunity for training medical under- 
graduates in obstetrics. 

An organization of hospital and outdoor obstetri- 
cal service—the head specialist, well-trained assist- 
ants, trained nurses and successive classes of stu- 
dents, with daily opportunity for dispensary ante- 
partum individual instruction in diagnosis of all 
details, and the regular staff in supervision of the 
students caring for women in labor at their homes, 
combine to give these women a high degree of 
service while providing all the women who will be 
cared for by all these students in their later medical 
practice the degree of obstetrical skill that every 
woman should receive. 

To overcome the existing gap between our ad- 


-vanced obstetrical knowledge and laggard clinical 


attainment, we must labor to make the midwife 
yield place to the clinico-educational organization, 
educate pregnant women to seek medical examina- 
tion early, and permit no medical student a license 
to practice without proven attainment in the art of 
obstetrics. 


RECENT PROGRESS IN OBSTETRICS— 
A REVIEW. 
SyLvesTeR J. GoopMAN, Ph.G., M. D., F.A.CS.. 


Surgeon and Obstetrician, Grant Hospital; Lecturer on 
Obstetrics, Grant Hospital School for Nurses, 


Co_umsBus, OHIO. 


It has been said that there is nothing new under 
the sun. If we are to interpret this as meaning 
new discoveries relating to the methods of making 
babies or to radical departures from the old meth- 
ods of bringing them into the world, then I am 
bound to say amen to that statement, so far as the 
practice of obstetrics is concerned. 

If I were to ask whether there has been any 
progress in the railroad industry during the last 
few decades one would say that there has been a 
great advance. Yet we must admit that there is 
no change in the direct manner of moving cars. It 
is the same old principle of a steam engine pulling 
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a train of cars after it. But you will say that trans- 
portation by rail is at present much safer than of 
yore; that it is accomplished much more rapidly 
and with infinitely less discomfort than in former 
years; that the engineers feel more responsibility 
and hence must be of a higher type than formerly ; 
that the conditions of operating railroads are far in 
advance of those which our fathers and mothers 
enjoyed. 

This same reasoning applies to the practice of 
obstetrics. It is the same old manipulation of bring- 
ing a babe from there to here. But there is a differ- 
ence in the manner in which we do it. We conduct 
our labors with greater safety and infinitely less dis- 
comfort; there is far more cleanliness and obstetri- 
cians are of a higher type; and they appreciate, 
more and more, the great repsonsibility resting upon 
them and their reputations. 

But a few. years ago, when I insisted that it was 
criminal to conduct a labor without the use of rub- 
ber gloves, the country practitioners said that I was 
“high-toned” and that I could never practice ob- 
stetrics in the country. Today, when I mention 
rubber gloves, at the meetings of the county so- 
cieties, there is no more joking. Nearly all use 
them. 

Therefore I am not wrong when I say that ob- 
stetrics has advanced and I am justified in present- 
ing this review. 

I shall not record all the new things pub- 
lished in the many journals during the past year 
but rather present my own impressions of the ad- 
vance in obstetric art, formed by a careful perusal 
and consideration of the current literature. It is but 
proper that I disclaim entire originality in this 
paper. 

There has been a tremendous awakening of in- 
terest in obstetrics. This is explained in several 
ways. First, the public is becoming educated to the 
fact that delivery of a babe is really an operation 
of major importance and that it should be conducted 
with the same aseptic scruples as an operation for 
appendicitis. And we are getting a much better 
class of men from the colleges. Second, the field for 
specialists in this line is almost a virgin one, hav- 
ing been so long neglected. Why was it so long 
neglected? Because it was formerly considered a 
medical practice. Today, obstetrics is considered in 
the light of a surgical procedure. 

This is a surgical age, and hence, when the young 
practitioners see surgical opportunities in the prac- 
‘ice of obstetrics, they rush for it as young chicks 
scramble for their corn. It matters not that they 
have had no special training for this work. They 
feel that they are prepared to give a spectacular 


show and make a reputation by performing Cesar- 
ian sections at every opportunity. They dislike ob- 
stetrics but love to operate. 

The pratice of obstetrics is not confined to forceps 
deliveries, Cesarian sections and perineal repairs. It 
offers opportunities for the application of the 
principles of each and every branch of the practice 
of medicine. I cannot understand how one can 
call himself an obstetrician unless he is able to recog- 
nize the opportune moment when he needs to apply 
the special branch of medicine indicated in that 
specific case. 

Obstetrics is a concrete art. It consists of that 
part of each separate branch of medicine which may 
apply to the successful management of conception, 
gestation, parturition and the puerperium. Cne can- 
not know which one of the special divisions of 
medicine he can best avail himself of, in an ob- 
stetric emergency, unless he has paid special atten- 
tion to the art of midwifery. Hirst defines obset- 
rics as that branch of medicine which treats of the 
physiology and pathology of conception, gestation, 
parturition and the puerperium, with all the com- 
plications and pathologic consequences of the child- 
bearing act at all periods. It embraces therefore a 
study of all the diseases peculiar to women. If one 
will analyze this definition he will be impressed 
with the far-reaching importance of the study of 
midwifery. He must conclude that, to be a suc- 
cessful obstetrician, one must be versed in medicine, 
surgery, gynecology, orthopedics, anatomy, physi- 
ology, and all the allied branches, and must know 
when to apply the principles peculiar to each branch. 
In fact, no branch of medicine can be more peculiar- 
ly a concrete art. ; 

_In view of the above it seems to me a little 
strange that certain practitioners do habitually. call 


a surgeon to assist them in obstetric emergencies. — 


In my own practice, I find that a very small per- 
centage of my obstetric work is of a surgical na- 
ture. My work is confined to consultation and. one 
would expect more surgical cases under the cir- 
cumstances. The largest part of my consultation 
cases are patients suffering with heart, lung or kid- 
ney disorders complicating pregnancy; also vomit- 
ing, nervous diseases, and conditions which, while 
not demanding immediate surgical attention, com- 
plicate the gestation so much as to cause alarm. I 
am in the habit of calling to my assistance specialists 
in the various branches of medicine and profiting by 
their experience and advice before resorting to 
surgery. In the practice of obstetrics it is well to 
be first an obstetrician and then a surgeon. But 
this is a surgical age. aioe 

One phase of this subject that has received more 
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than ordinary attention during the last year is the 
prenatal care of pregnant women. I do not refer 
to the absurd delusions regarding special diets to 
reduce the size of the fetus, nor to the various lo- 
tions and prayers which are used to change nature 
and appease the Almighty,.but to the common sense 
regimen prescribed by our best obstetricians. The 
pregnant woman should receive special attention 
regarding exercise, good nutritious food, and 
sensible well-fitting corsets; her dress should be 
sane; her teeth should be looked after. The absurd 
fear that certain dentists show, when a pregnant wo- 
man presents herself for repair of her teeth, would 
be laughable if it did not do so much harm by caus- 
ing these women to neglect the care of their teeth at 
this time. Kidneys and bowels, breasts and nipples, 
eyes and ears, nose and throat, should be looked 
after. 

If the expectant mother has appendicitis or gall- 
bladder or kidney affections which are causing 
enough trouble to bring them prominently to her 
notice they should be operated upon before they 
light up and cause greater trouble at the most critical 
period. She should be measured’ so that she will 
not struggle without avail until too late for surgical 
relief. But it is well to remember that many a 
babe has come joyously through a pelvis which 
seemed short in one or more diameters. 

It is also well to remember that Young and others 
have shown that one Cesarian section does not neces- 
sarily preclude the next babe being born by the na- 
tural path. I have had several patients on whom a 
Cesarian section was performed, who gave birth to 
a second child without resort to any surgical meas- 
ures. In such cases the judgment of an obstetrician 
is far better than that of a surgeon. 

The relation of bad obstetrics to diseases of wo- 
men has been a fruitful subject for discussion dur- 
ing the last year. It is in this field that we have 
really made splendid advance. We are now thor- 
oughly aware that we may have cases of puerperal 
sepsis even. though we lose not a single parturient 
or puerperal woman. In the past many physicians 
did not consider a woman infected unless she died 
or was left a cripple. 

Physicians are driving more automobiles than 
formerly. What has that to do with sepsis? It 
seems funny that this should have any bearing upon 
the number of cases of puerperal sepsis, does it not? 
The reason is that autos do not have hair and 
glanders and do not make manure to be shoveled 
away. Thus, you see, if a doctor has rigid scruples 
against washing his hands when attending a labor, 
there is less danger of infection than formerly. 
But they are washing their hands. The young un- 


dergraduates are attending our local medical soci- 
eties’ meetings, and when they go home to practice 
obstetrics the women will gossip about Dr. Blank’s 
new-fangled ideas and he will get the business. You 
can not teach an old dog new tricks, but you can 
make him jealous. Like Shakespeare’s young lover, 
he begins, in his second childhood to brush up and 
look pert to meet the competition of the new aseptic 
Adonis who makes few vaginal examinations and 
has clean hands. 

Thirty years ago the death rate of obstetrics was 
enormous, and until that was reduced its morbidity 
was a comparatively unimportant matter. Today 
the death rate in obstetrics is low, and so far as we 
can see at present, as low as it is likely to become, 
but the amount of obstetric ill-health is still large, 
and most of it preventable and unnecessary. The im- 
provement in this respect which should be aimed 
for, and should be attained, is rendered difficult by 
the fact that the evil results may appear long after 
the confinement, and even though they be directly 
due to it, are too often unconnected with it in the 
mind of the obstetrician. It is a known fact that un- 
recognized minor obstetric infections are respons- 
ible for much of the pelvic ill-health of women. 
These infections occur most frequently among the 
community at large, and are not rare among the 
better classes, or in the practice of well-trained 
men, yet even the minor infections are well nigh 
eliminated from surgery. An eastern writer says 
that the contrast is a marked one and at once raises 
the question, How far are we justified in blaming 
the obstetrician for this difference? At first the 
fault would seem to be theirs. A closer analysis 
will, however, refer it to an essential difference in 
the conditions under which the two kinds of work 
are done. 

What chance has the poor parturient woman for 
aseptic service? I refer to those living in the aver- 
age city of 100,000 or less. There is no place to 
which she can be taken unless the attending physi- 
cian is on the staff of some teaching hospital. Many 
times the hospital refuses the case on account of the 
scarcity of charity beds in the average charity hos- 
pital. You will say that these are cases for the 
clinics. Well perhaps they are. But can you not 
imagine a circumstance that might cause the young 
and ambitious practioner to wish to retain his 
cases? These patients might be able to pay a 
little and this little may mean a great deal to the 
young physician. Or this case might have connec- 
tions of a nature which might mean future good 
business to this young practitioner. What we need 
is hospitals which will take these cases for ten dol- 
lars a week, without adding another ten dollars for 
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dressings and extras, and allow the practioner to at- 
tend his own cases. 

I want to see municipal hospitals to which every 
practitioner can take his charity cases and not be 
obliged to turn them over to some professor. These 
cases might be used for teaching purposes but the 
delivery is to be made by the attending physician. 

If you are a chief of staff or hospital superin- 
tendent you will say that your statistics will suffer 
from such a plan and that your death rate will be 
increased. Well suppose that this is true. Are we 
running hospitals and clinics for the collection of 
statistics or for the benefit of the general public 
and the education of the students of medicine? 
Does it not occur to you that even if the death rate 
or morbidity rate of your hospital does increase a 
little, the relative decrease in mortality and mor- 
bidity in the community at large will be greater? 
If you are as keen to improve the practice of ob- 
stetrics as you pretend, do you not think it would be 
a good idea to pass the improvement around in- 
stead of selfishly keeping all the betterment within 
the grasp of a few professors and staff men? Don’t 
you think that the average accoucheur who is not in 
the habit of conducting his labors according to the 
aseptic technic seen in hospitals could learn some- 
thing if he had the chance to deliver his patients 
in a place adapted to such work? It is about time 
for the professors to stop scolding the family doc- 
tor about his crude methods and give him a chance 
to do his work under the same conditions as do 
those who criticize him. And, did you ever notice 
the technic of some of our professors when they 
are thrown amid surroundings such as the general 
practitioner meets in his everyday work? To my 
mind the sepsis problem will be largely solved when 
we have more maternities for poor women. To be 
sure, it is impossible to relegate all cases to hospitals 
even if we had them. The women of the better 
class will not and the poor cannot always leave their 
homes. But infections will be as rare in obstetrics 
as they are in surgery only when both can be con- 
ducted under like conditions. 

The modern gynecologist believes that a very 
large proportion of the cases he is called upon to 
treat are the result of past infections ; many chronic 
inflammatory states which were formerly attributed 
to other causes now are recognized as secondary 
to pre-existent infections. It has been my experi- 


ence, as it has others, that many of the women 


whom I examine give a brief history of not feeling 
well since the last labor, that the menses have been 
uncomfortable and that there has been transient 
attacks of pain and abdominal tenderness. Upon 
examination one or both tubes are enlarged and 


inflamed, and this condition explains all the 
symptoms. 

It was formerly the custom to refer all doubtful 
cases to a hypothetical gonorrheal origin. I know 
surgeons who still do so. This superstition is much 
less prevalent than it was. Now the profession is 
recovering from its hysteria on this subject and 
has begun to consider the rdle of puerperal morbidi- 
ty in the production of pelvic ills in women. Moré 
careful study of case histories has made it clear 
that a large proportion of the chronic pus tubes 
which were formerly loosely considered gonorrheal 
are in fact obstetric in their origin. 

Regarding the treatment of puerperal sepsis I 
can say that there has been nothing particularly 
new advanced during the past year. Many are the 
theories and many are the remedies offered for the 
quick and sure cure of puerperal sepsis, but the 
fact remains that all treatment is directed toward 
conservatism and we note that surgery, sera and 
specifics are displaced by fresh air, good nursing 
and brains. These points were fully covered in my 
article on puerperal sepsis published in this journal 
about one year ago. 

I believe that the greatest discovery and the 
greatest boon in obstetrics, in recent years, is pitui- 
tary extract. At first, like all new things, it was 
pooh-poohed and reviled by those who having eyes 
see not and having ears hear not. Pituitary extract 
has done more to reduce the morbidity of obstetrics 
than any one agent now in use. By shortening 
labor, it has almost done away with forceps deliver- 
ies. One must not think that pituitrin takes the 
place of forceps. _But by shortening the time of 
delivery in normal cases, the accoucheur who has 
more work than he can attend to decently is not 
tempted to apply forceps unnecessarily in order to 
get away and save lives which he thinks no one 
else could save. Thus we have less infection, less 
torn perineums, less invalid women, less deformed 
children and less deaths. The action of pituitrin is 
almost human. You would think that it knew how 
much damage the meddling accoucheur was produc- 
ing by repeatedly introducing his fingers into the 
vagina of the parturient. So it crowds the head 
down upon the perineum in the shortest possible 
time and thus actually prevents him from putting 
his fingers into the vagina so often or for long 
periods. Thus is sepsis forestalled. 

But pituitrin must be used with brains. It may 
be just as dangerous as it is useful. Pituitrin must 
not be given until the os is dilated and the head is 
molded. If given before that time there is danger 
of rupture of the uterus. This has happened more 
than once. To be effective it must be given hypo- 
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dermatically and deep into the muscle tissue. One 
of my friends who claimed that pituitrin was of no 
value injected it just under the skin of the knee. 


He might just as well have rubbed it on the sole’ 


of the foot. Pituitrin-is rendered absolutely inert 
by alcohol and this should be impressed upon the 
nurse so that she will remove all the alcohol from 
the syringe barrel before filling with pituitrin. 
Morphine is an absolute antidote for pituitrin and 
by its use we may stop the action of this drug at 
any time we choose. I do not know that pituitrin 
is an antidote for morphia but I have been told that 
Cushing is experimenting with the use of morphia 
in the treatment of patients suffering with pituitary 
diseases. If used too soon pituitrin may be re- 
sponsible for secondary uterine hemorrhages, also 
blue or dead babies. It is criminal to give large 
doses of pituitrin when the pelvis is so small that the 
head cannot possibly pass through; or when the 
child is so large as to become impacted; or when 
there is a faulty position which will not right it- 
self; or when there is a neoplasm obstructing the 
birth canal. I deny the right to use pituitary extract 
until one has made a complete bimanual and pelvi- 
metric examination. Pelvimetry and pituitrin go 
hand in hand. 

But, said a country doctor to me some time ago, 
how can we be weighted down with additional in- 
instruments such as a pelvimeter when practicing in 
the country? I suggested that he leave his obstetric 
forceps at home and carry a pelvimeter and thereby 
lessen the load upon his shoulders as well as upon 
his conscience. Pituitary extract is of value in the 
diagnosis of labor. This does not mean to inject 
a full ampule of this drug into every woman who 
has a few pains. If you do this and then repeat 
one or more times you will have either a ruptured 
uterus or you will get the cumulative effect of the 
entire dosage of pituitrin, all of a sudden, as soon 
as the cervix starts to dilate. Then you will have 
everything torn to shreds as soon as the head de- 
scends. Instead of allowing the head to mold you 
will force it through the bony passages with re- 
sulting fracture of the skull. It has been said that 
an ax in the hands of a fool is a dangerous thing; 
but who will deny that the ax was a valuable tool 
in blazing the way for present day civilization. The 
same applies to pituitrin. This drug must not be 
used in primary uterine inertia, or in eclampsia, or 
in cases where there is an abnormal thinning of the 
uterine wall. I cannot agree with the majority of 
writers who say the pituitrin should not be used in 
cases of placenta previa. I admit that rapid dilata- 
tion of the cervix is most dangerous from the stand- 
point of hemorrhage. But when we note that this 


drug acts selectively upon the muscle fibers of the’ 
fundus, we will see that the head is crowded down 
against the placenta and thereby exerts pressure 
upon it and controls hemorrhage in about the same 
manner as we expect from the Braxton-Hicks 
maneuver, 

One of the greatest single advances in obstetrics 
during the past year is the regulation and stan- 
dardization of the dosage of pituitary extracts. 
Bandler, Schwartz and other workers have shown 
us that we were using too large doses. They have 
demonstrated that small doses, repeated as often as 
necessary, is the proper technic. By administering 
five minims at a time we secure gentle but steady 
contractions of the womb. If necessary this dose 
may be repeated in one half hour and again as 
often as needed at half hourly intervals. Thus we 
do not have nearly so many lacerations and’ the 
infants are born in better condition. The mother. 
does not suffer so much and secondary hemorrhage 
is not seen. 

Pituitrin has proven of: great value to me in 
obstetric operations. A full ampule administered 
just before dilating the cervix, preparatory to 
emptying the uterus, causes the womb to contract 
while I am operating and assists in evacuating the 
secundines. This technic lessens the hemorrhage 
to a great extent and minimizes the danger of per- 
forating the uterine wall with instruments. It also 
assists involution and thereby lessens the danger of 
sepsis. I invariably administer a full ampule of 
pituitrin as soon as the child is delivered when 
performing Cesarian section, either abdominal or 
vaginal. This gives rapid contraction and more 
perfect involution and prevents the uterus filling 
with clots which make good soil for infection, 
Pituitrin is a great addition to obstetric therapy. 

The next subject which I shall mention, in pass- 
ing, is one which perhaps has been long ago rele- 
gated to the scrap pile of passing fancies. What: 
shall I say about that arch fake, twilight sleep? I 
use the term twilight sleep in a general application. 
As the old preacher said that brethren embraced the 
sisters, so will I say that my discussion will em- 
brace all such deceptions of advertising and other 
misnomers, no matter at what hour of the day Mor- 
pheus may be worshipped. Not even the most en- 
thusiastic advocate believes or can say that twilight 
sleep causes painless labors. They say that it causes 
the mother to forget her pains and not be averse 
to having more children. If you are an honest prac- 
tioner and are not using questionable methods to 
increase your business, you must admit that Na- 
ture causes every mother to forget her pains as 
soon as delivery is accomplished. You know that 


i 


AMERICAN 
JournaL or SuRGERY. 


376 


GoopMAN—PROGRESS IN OBSTETRICS 


Novemser, 1916. 


this is true. Then why inject into a mother some- 
thing that you know to be unsafe and which you 
cannot take away once it is administered? Do you 
think that anyone in the average town in this state 
administers real twilight sleep? I know that not 
one of those practitioners who tells his patients 
that they are receiving twilight sleep is telling them 
the truth. How can they give it when there is not 
one hospital in Ohio equipped to offer the proper 
carrying out of the Freiburg technic? I know of 
one eminent obstetrician who says that he uses this 
method and yet he is so busy that he misses being 
present at quite a few confinements for which he 
has been engaged. Anyone who has read or studied 
the technic of administering twilight sleep must at 
once recognize the manifest absurdity of such pro- 
cedures when offered-as the real thing. These ac- 
coucheurs merely inject a dose or two of morphia, 
and perhaps scopolamine, and call that twilight 
sleep. Those men who are guilty of this deception 
are plainly dishonest to a woman who has entrusted 
herself to them at the most critical period of her 
life. It is not possible for me, at this time, to quote 
all that has been written for and against this much 
advertised technic. Suffice it to say that a large 
majority of honest and careful obstetricians are 
against its employment and there has been an in- 
creasing number of editorials in the leading jour- 
nals denouncing this method as unsafe and un- 
scientific. At the last meeting of the Association of 
Obstetricians and Gynecologists, held in Pittsburg, 
twilight sleep was denounced in no uncertain terms. 
It was said that a physician who entered a home, 
fully equipped to administer twilight sleep, was 
more dangerous than a Zeppelin loaded with bombs. 
Safety first is a good slogan. 

The treatment of placenta previa has not changed 
much in the last year. There are those who insist 
that Cesarian section is the best method of dealing 
with this condition and there is an equal number 
who are just as strenuously opposed to this proce- 
dure as formerly. It seems to me that this matter 
must be met with the application of brains. The 
method followed, in many cases, seems to depend 
either upon the consultant’s knowledge of obstetrics 
or his ability to perform a surgical operation. If 
he does not operate, he always advises the Braxton- 
Hicks method. If he is one of the surgeons who 
thinks that a few weeks in a post-graduate school 
makes him an obstetrician, he always advises Cesar- 
ian section. I advise that you keep in the middle 
of the road and be careful of ruts. I would advise 
that every aspiring obstetrician read the article by 
Holmes in the November, 1915, issue of Surgery, 
Gynecology and Obstetrics. It is a classic. 


As I said before, I cannot, in the limited space 
allowed- me, discuss all the various- phases of ob- 
stetric advance. But I could not close without say- 
ing a few words about puerperal eclampsia. Every 
journal is well supplied with new methods for treat- 
ing this disease, if it be a disease. Each week we 
read a new theory explaining the etiology of ec- 
lampsia. And our patients keep on dying without 
regard for the method of treatment used. 

Do you know what eclampsia is? I don’t. Neither 
does anyone else. If you don’t believe me read the 
journals and text-books. Some time ago I noted, 
in the Journal of the American Medical Association, 
under State Board questions, the following: “Give 
the causes, symptoms and treatment of eclampsia.” 
Thinking that this was my chance of being en- 
lightened upon this important subject, I wrote to 
the secretary of the board in question and asked 
him to refer my letter to the examiner who asked 
the above question. I had written a most courteous 
letter, admitting my ignorance, and requested him 
to tell me how he expected the question to be 
answered. In reply, I received a long letter in which 
he scolded me for my ignorance and saying that I 
had insulted him. As I had already admitted my 
lack of eclamptic intelligence I could hardly take 
exception although I am certain that I did not mean 
any offense to the gentleman. An abstract of his 
letter is about as follows: “You say you don’t 
know what is eclampsia. You don’t know what is 
life, or death, or electricity, or air, or space, but 
they are, ain’t they? Why don’t you buy a dic- 
tionary and then you would learn that it comes from 
the Greek and means to explode, hence eclampsia 
means explosions, in medical terms convulsions.” 
Now this seemed funny at first, and then sad. But 
honestly, how much more do you know of eclampsia 
than he has stated in his letter? I will say, how- 
ever, that if he can be certain that it always comes 
from the Greek I am in favor of limiting immigra- 
tion. 

Seriously, what is eclampsia? You are inclined 
to treat all cases of puerperal convulsions as though 
they were etiologically the same. I insist that such 
is not the case. We must not confound uremia with 
eclampsia. Yet this is done by some of our best 
men. You may say, well what is the difference, the 
treatment is the same. That is not true. The treat- 
ment of uremia, namely, sweats, catharsis, etc., so 
successfully used in that class of case, is not neces- 
sarily the treatment of eclampsia. I have talked this 
matter over with men like Martin Fisher and they 
agree with me. You do not know what eclampsia 
is. Just because you cure a case of uremia by the 
above methods there is no reason to believe that 
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you can cure eclampsia by the same methods. We 
have uremia in non-pregnant women, but we do not 
have eclampsia in this class. Eclampsia is a disease 
of pregnancy, but we don’t often cure the eclampsia 
by removing the fetus. It will be noticed that some 
will recover and many will die no matter what 
method of treatment is used. We should learn to 
differentiate between uremia and eclampsia. 

My own modest theory of the cause of eclampsia 
is as follows: There is a disarrangement of co- 
ordination between the physiologic actions of vari- 
ous organs of the body, caused by pregnancy. This 
is due to the elaboration and absorption of some 
toxin and is manifested by convulsions. We do 
not know whence this toxin comes, although many 
of the best and most recent investigators trace its 
formation to the placenta. The removal of the fetus 
does not always bring these organs to normal co- 
ordination and the convulsions may continue until 
death occurs either from exhaustion or toxemia. 
In fact, removal of the fetus is often followed by 
increased severity of the disease. 

In a recent article appearing in the Cincinnati 
Lancet-Clinic, Dr. Martin Fisher gives a splendid 
discussion of eclampsia. He says that eclampsia 


is caused by a toxin. The symptoms are not mani- 
fested until the system is saturated with the poison. 


If we remove the fetus we may stop the elaboration 
of toxin but we do not remove the toxin already 
ravaging the body. If the poison has not already 
overwhelmed the woman the removal of the fetus 
may save her life. He compares it to typhoid fever, 
in which disease we have no knowledge that the pa- 
tient is ill until the toxin has so completely over- 
whelmed him that he is prostrated. But if the in- 
toxication in eclampsia is severe enough, the shock 
and strain of the removal of the conception may be 
enough to finish the work and the woman will 
perish. Thus we may explain why so many women 
continue to have convulsions after delivery at term. 
Or if a parturient has not had any signs of ec- 
lampsia until after delivery and then becomes sud- 
denly eclamptic, we may say that she was saturated 
with the poison and that it took but the strain of 
delivery to give us “the straw that broke the camel’s 
back.” 

In order to have a patient seriously affected with 
eclampsia it is not necessary to have albumin in the 
urine. Fisher shows that it may affect certain centers 
in the brain without causing a nephritis. Or the 
nephritis may be secondary to brain involvement. 
Or, in some cases the kidneys may be first involved. 
I have seen a good many cases of eclampsia with- 
out any urinary symptoms and I have seen many 
cases in which there was a great deal of albumin 


in the urine go to term with no untoward symptom. 
In Vienna they were using the Stroganof treat- 
ment the last time I was there. What they will be 
using next year will depend upon the one who is 
conducting the clinic. A few years ago when I 
was there they were saying that injections of oxy- 
gen was the real cure. So you see I am not unkind 
when I say that you don’t know what eclampsia is 
or what will cure it. I believe, however, that our 
treatment is becoming more conservative among 
the better class of obstetricians. 

Cesarian section has become the method of choice 
for eclamptics at term. The vaginal route, when- 
ever proper, seems to find favor among the leading 
obstetricians of the country. For the routine treat- 
ment of eclampsia you may follow any method that 
suits your fancy. Some will get well and many 
will perish no matter how you treat them. There 
can be no prophylaxis because we know not the 
cause. 

There has been some improvement in the treat- 
ment of vomiting of pregnancy. Here again we 
have many theories and many treatments but do 
not know the etiology. 

Hirst has done some good work with corpus lute- 
um extract. I have tried this in a number of cases 
but too few to assure me of its efficacy. The use 
of blood serum has given some men good results 
but this condition is so different in different women 
that I would want to see a report covering at least 
one hundred consecutive cases before I could be- 
come enthusiastic about any of them. 


In Ohio, the new laws relating to “babies’ sore 
eyes” and the regulation of the nursing profession 
are noteworthy advances. 

The subjects of forceps deliveries, post-partum 
hemorrhage, abortion and allied matters have been 
handled about as of yore except that the best men 
are all drifting toward conservatism. 

The Abderhalden test has not been popularly ac- 
cepted on account of its intricacy and because it has 
not been proven to be.a specific and infallible test 
for the diagnosis of pregnancy or any other condi- 
tion. 

In conclusion, the advances in obstetrics during 
the past year have been along the lines of clean- 
liness, conservatism and better preparation of those 
practicing the art of midwifery. The one disappoint- 
ing feature that I note is that there has not been a 
great enough increase in the facilities afforded for 
the clinical teaching of obstetrics. The only excep- 
tion is the opening of the splendid Magee Maternity 
in Pittsburg. 
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THE NEWER GYNECOLOGY. 


During the last two decades the tendency on the 
part of medical practitioners to pursue a specialty 
has become more and more manifest. It is but na- 
tural that there should at this time set in a reaction 
which should restore the dignity of the internist 
to its former place of importance in the medical pro- 
fession. The great contributions, however, of spe- 
cialized medical and surgical study that have 
marked our generation have been almost epoch- 
making and it would be futile to condemn specializa- 
tion. The only fair criticism is, perhaps, that the 
movement has over-reached itself; and the most 
important lesson we have learned is the fact that 
the specialties cannot be concerned with single iso- 
lated organs or groups of organs contained within 
certain anatomical boundaries. We can no longer 
consider the uterus as lodging within it alone the 
cause of the various functional disturbances, the 
irregularity in quantity and in the periodicity of 
the menstrual flow. We have long since abandoned 
the belief in the purely mechanical causation of 
gynecologic symptoms. Careful clinical observa- 
tions, and findings during gynecologic operations, 
have taught us the “adnexorganogenic” causes of 
disturbance in uterine function. We do not think 
of dysmenorrhea, of metrorrhagia, menorrhagia, 
amenorrhea, oligomenorrhea or even sterility as due 
to itemized pathological conditions of the uterus 
alone. We do not longer ascribe a host of symp- 
toms, regional and remote, to the deviations from 


the norm of the position of the uterus with respect 
to the pelvis and to its own anatomical portions. 

This is not the place to review the numerous 
ways in which our conception of gynecologic patho- 
logy have undergone newer and broader modifica- 
tions teaching us to avoid doing this or that opera- 
tion for the correction of so-called pathological al- 
terations in gross anatomy. We need only mention 
the revolutionary change in our notion of endo- 
metritis, and of the numberless times curettage 
must have been avoided through the newer and 
more rational doctrine of the cyclical changes tak- 
ing place in the endometrium. Likewise with the 
retro-and antedeviations of the uterus, the retro- 
versions and retroflexions, the anteversions and 
anteflexions. We do not in all conscientiousness 
ascribe backache and sterility of comparatively re- 
cent date to a retroversion which may have been 
congenital or have existed for a long time. We 
know by liberal allowance that these symptoms do 
not obtain in many women who have retrodevia- 
tions of the most extreme type. We will pass over 
the discussion of the numerous procedures devised 
to overcome so-called malposition of the uterus, . 
and maldevelopment of the cervix. Rational criti- 
cism has been applied to gynecology in the past de- 
cade in a way to bring the genital tract of women 
in relation to the whole organism and the rest of 
the component tracts and systems of organs. 


Formerly the only contact between gynecology 
and internal medicine was at the operating table or 
in considering operative contra-indication. Was the 
patient in a condition to stand operation, that is, 
were the heart and lungs in tolerably good condi- 
tion, were the kidneys functionating properly or 


was there diabetes? It was learned by bitter ex- 
perience that certain cardiovascular, renal, pulmo- 
nary conditions and diabetes were in general un- 
favorable to the desired result expected from oper- 
ative interference. While these contraindications 
were well recognized and were taught we were at 
the same time still nurtured in the notion of “reflex 
association” of symptoms resulting chiefly from 
mechanical pressure. Who has not been taught 
to. associate retroflexion chiefly with backache, dys- 
menorrhea with “conical servix,” uterine hemorrh- 
age with endometritis? Progress in our knowledge 
of gynecologic diseases has increased in propor- 
tion as we have endeavored to correlate it with 
general visceral pathology on the one hand, and as 
we have kept pace with the advances in general 
medicine on the other hand. Not only is cardiac 
decompensation a contraindication to serious gyne- 
cologic operation but in it may be seen the cause 
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for disturbance of gynecologic function. For ex- 
ample, the menorrhagias associated with chronic 
valvular disease have become well known. On the 
other hand, large fibroid myomata of the uterus 
induce definite changes in the myocardium. The 
amenorrhea and oligomenorrhea secondary to pul- 
monary tuberculosis and chronic pyemia are well 
known. Advantage has been taken of the aid of- 
fered by the Wasserman reaction in clearing up 
certain gynecologic symptoms which were hitherto 
obscure. 
The relation between chlorosis and dysmenor- 
rhea, for a long time noted, has received new inter- 
pretation since greater attention has been called to 
the rdle of the ductless glands in connection with 
genital function. The metabolic diseases which by 
themselves were believed to have an important in- 
fluence on gynecic physiology have in the light of 
the doctrine of the interrelation of the endocrinal 
glands received a different and more amplified inter- 
pretation. Psychic shock has been accorded a definite 
place as a cause for gynecologic disturbance. The 


various psychoses of women have received new 
tests as applied to coexisting gynecologic pathology. 
The so-called sympathetic changes which the whole 
material organism undergoes during pregnancy if 


nothing else should have served to impress upon us 
the vital and most intimate interconnection of visc- 
eral physiology, normal and perverted. We are 
called upon to ‘coordinate our clinical knowledge 
covering the whole organism with what we have 
long since categorized as the various items in the 
domain of gynecology. 

It is not sufficient for the gynecologist, though 
he be called upon for a verdict only as to this or 
that refinement in diagnosis, to say there is a fibroid 
tumor, or a cystic ovary or a retroflexion or a pus 
tube; it becomes equally important to evaluate the 
symptom or symptoms of which the patient com- 
plains, and to determine whether they may properly 
be ascribed to the pelvic finding. Moreover, he 
should have sufficient clinical experience to be able 
to indicate what cause or causes may be operative 
within other than the genital organs to explain the 
symptoms. It should not be deemed presumptuous 
on the part of the gynecologist if, failing to find 
‘definite pelvic pathology he ventures the diagnosis 
of typhoid fever, of pyelitis or malignant endocar- 
ditis or even of uremic conditions. 

An attempt to correlate genital pathologic func- 
tion with diseases of other organs and systems of 
of organs, while dating perhaps from previous de- 
cades has only recently found expression in mono- 
graphs dealing with this newer scope of gynecologic 


disease. The two volumes forming supplements: to 
the Nothnagel system have been devoted to setting 
forth “The Diseases of the Female Genitals in Re- 
lation to Internal Medicine” being a collaboration of 
the pupils and associated of the Jate Alphons von 
Rosthorn to whom this work is dedicated. The in- 
teractions of gynecologic disease and general medi- 
cal affections have thus been stated concretely so 
that their reciprocal roles as cause and effect might 
be properly understood and recognized. Following 
this monumental work American authors have be- 
gun to incorporate in their text-books chapters deal- 
ing with this newer phase of gynecology. 

The scope of the gynecologist has therefore en- 
larged considerably. He has been obliged to add a 
very important factor to his special task. He must 
not merely continue to strive for greater expertness 
in the accurate diagnosis of local gynecologic dis- 
ease and correct local medical and surgical treat- 
ment. Gynecology has in the newer sense come to 
include all the pathological alterations incident to 
the sexual life of woman. Blair Bell has introduced 
the term “sex complex” to denote the correlation 
of the internal secretions and the sex functions. The 
“genital system” according to the same investigator 
includes remote endocrine glands as well as the 
genital organs which stand in definite relationship. 
The further study of the endocrine units in this 
“genital system” is of the utmost importance to 
gynecologists. It is of no less importance to intern- 
ists. In this department of medical research the 
aspirations and interests of both gynecologists and 
internists are practically the same——I. C. Rusrn. 


THE CURETTE. 


This popular little instrument, which is in the 
armamentarium of nearly every practitioner and is 
familiar to every medical student, looks so innocu- 
ous that one can hardly imagine that any risks at- 
tend its use. But the prevailing notion that one 
man can curette the uterine cavity as well as an- 
other is not shared by the gynecologist, who recalls 
fatal results that followed the simple operation in 
pre-aseptic days and cases of perforation of the 
organ in his own practice, to which he looks back 
with no little chagrin. 

It is one thing to use the curette and another to 
know when to use it. How many of us during a 
routine curettement have a clear mental picture of 
the mechanical insult to the endometrium and the 
reparative process which follow? 

That more harm was not done by the older gen- 
eration was doubtless due to the fact that Thomas 
had popularized the blunt curette with the flexible 


380 


AMERICAN 
Journat or SuRGERY. 


EDITORIALS AND SURGICAL SUGGESTIONS 


Novemser, 1916. 


shank, and that it was a routine practice to apply 
iodin and carbolic acid to the raw surface after- 
ward. We did not understand the reason why 
iodin was so valuable as a prophylactic, knowing 
only its astringent and hemostatic action. I have 
often thought that the uterus has been under a spe- 
cial Providence, so tolerant has it been of the intro- 
- duction of unclean instruments. But, after seeing 
several patients die of septic peritonitis I was so 
impressed with the possible risks that I always laid 
down the rule to my students: Never introduce 
any instrument into the uterus except under the 
same aseptic precautions that you would adopt if 
performing an operation upon the organ. 

But it is superfluous to dwell upon aseptic tech- 
nic, which is so familiar. As I said before, it is far 
more important to know why one curettes than how 
he does it. The latter is easily learned by the 
tyro; the former is the result of long experience and 
observation—in pathology, as well as in gynecic sur- 
gery. 

It seems to me that the intelligent use of the sharp 
curette (which is the only effective kind) is a true 
index of modern surgery or, in fact, of progressive 
medicine in general. Formerly we were satisfied 
to treat symptoms; now we look beyond them to the 
cause. 

The old saying, “When in doubt, open the abdo- 
men,” is now recognized as a coarse, mechanical 
method of trying to cover up one’s ignorance. Un- 
fortunately when the operator picks up a curette he 
is apt to apply this outworn advice. If he has any 
doubt (which is rarely the case) he curettes when- 
ever he divulses the os internum for stenosis or 
anteflexion and as a preliminary step before tra- 
chelorraphy or amputation. Indeed it is only after 
a vigorous campaign of protest on the part of spe- 
cialists that the cautious practitioner has learned to 
withhold his hand in cases of acute endometritis, 
whether septic or specific, and to give the phagocyte 
a chance. The curette has been a veritable fetish 
and it is time to stop and look at all sides of the 
question. 

The old idea that uterine hemorrhage (typical 
and atypical) and sero-purulent, or purulent, dis- 
charge were positive indications for the vigorous use 
of the sharp curette is a relic of the mechanical 
theory of the older school, to whom “endometritis” 
was the explanation of these symptoms and the 
ablation of the “hyperplastic tissue” the cure of the 
“disease.” Clinical and pathological studies have 
taught us that the explanation is based entirely on 
apparent rather than hidden causes. As a matter of 
fact there are so many cases of uterine hemor- 
rhages that are not relieved by local treatment that 


we are beginning to be more careful about our 
promises of cure after curettement. 

I have been amazed to see how many practi- 
tioners resort to the curette in cases of oligo- and 
amenorrhoea (true homeopathic treatment!) with- 
out stopping to think that the trouble is not with 
the endometrium at all, and how uniformly they 
promise to cure an obstinate leucorrhea with the 
curette without investigating its bacterial origin. 
When in doubt don’t curette is a Safe rule. Doubt- 
less the diagnostic use of the instrument is its most 
valuable, for one should always exclude intra- 
uterine conditions before looking for general, or 
so-called “functional” causes of meno- and metror- 
rhagia, but to attack the endometrium roughly with 
the sharp curette merely as an experiment is un- 
scientific and is sure to bring the operation (and 
gynecology as a science) ‘into deserved disrepute. 
We all know this, because we all fail to relieve our 
patients as we have promised. 

If we find to our surprise, after divulsing the 
cervix in an unmarried woman with obstinate men- 
orrhagia, that the endometrium is normal, let it 
alone. There is some occult cause—ovarian, faulty 
innervation, hematopoietic—which we have not dis- 
covered. We shall not help her by curetting. That 
is only common sense, but we do not seem to adopt 
it. As soon as the average man introduces a 
curette into the uterus he is unable to resist the 
temptation to scrape. Moreover, even when we 
have removed a teaspoonful of “granulations” we 
frequently fail to relieve the bleeding, because we 

have not attacked the real cause. 

All this seems trite, but it is worth remembering, 
for it has been learned only as the result of many 
failures and promises unfulfilled. 

The elder Flint never uttered a wiser caution 
than when he insisted on the constant observance 
of the old dictum: Non nocere. 

Let us not regard the curette with the “familiarity 
that breeds contempt,” but with more respect as a 
two-edged tool that requires careful handling. 
H. C. Coe. 


Surgical Suggestions 


Bleeding from the uterus in a woman past the 
menopause urgently requires curettage. The curett- 
ings should be examined for carcinoma. 


Leucorrheal discharge comes from the cervix, 
not from the body of the uterus; therefore curett- 
age is useless. Local treatment of the cervix may 
improve the condition. 
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Surgical. Sociology 


Ira S. Wile, M.D., Department Editor. 


OBSTETRICAL STANDARDS AND RESULTS. 


In the American Journal of Obstetrics, July, 1916, 
Barton Cooke Hirst pointed out that the women of 
our country suffer from inadequate obstetrical-atten- 
tion not countenanced in foreign lands. The short- 
comings of our obstetrical system are well known. 
The remedies for them are largely in the hands of 
the medical’ pedagogues of this country who are re- 
sponsible for the obstetrical training medical men 
have received, are receiving, and will receive in the 
future. 

It is insufficient to point the finger of scorn at 
midwives and to decry their existence at a time 
when the accumulated figures apparently indicate 
that the services afforded by midwives in normal 
cases are by no means inferior to those given by 
physicians. 

It is a comforting thought, in a sense, when one 
reviews the history of American obstetrics, that the 
annual number of children born in this country is 
constantly decreasing. In fact, in 1900 there was 
only 34 as many living children to each 1,000 poten- 
tial mothers as in 1860, despite the fact that infant 
mortality has been decreasing. 

What is the toll that obstetrical procedures takes 
annually? In 1914 the puerperal state was reported 
as the cause of death for 10,518 women of whom 
4,664 died of puerperal septicemia. These figures, 
it must be remembered, merely represent those se- 
cured for the registration area of the United States, 
which includes 66.8% of the total population of this 
country. In addition to these direct losses of wo- 
men, there must be charged up 5,716 infantile 
deaths, due to injuries at birth. The 28,270 deaths 
because of premature birth must be considered, 
though the responsibility of lack of obstetrical at- 
tention for this cannot be established. In the con- 
sideration of the infantile mortality, it must be re- 
called that still-births are entirely rejected. 

The interest in social distress and economic pres- 
sure would be more keen if obstetricians fully re- 
alized the baneful results to family life, incident to 
the death of the mother or, what is more usual, to 
the disabilities consequent upon puerperal accidents, 
such as lacerations. The mere loss of life is sufficient 
to attract attention, but the disabilities subsequently 
developing are fraught with more serious evils to 
the mothers. 

The relation of the number of puerperal deaths to 
the general public health problem will probably be 


more appreciated by a realization of the fact that 
the puerperal state was causative of a greater mor- 
tality than typhoid fever, measles, scarlet fever, 
whooping cough, dysentery, meningitis, or cirrhosis 
of the liver. If to the death of mothers are added 
the deaths of children from injuries at birth, the 
total loss of life is greater than from any of the 
diseases above mentioned and exceeds the number of 
deaths from diphtheria and croup, diabetes, diseases 
of the arteries, atheroma and aneurism, etc., suicide 
or old age. 

Even these figures do not tell the entire story of 
the obstetrical deaths, particularly as there, are no 
available figures to point out the fetal or maternal 
death rate following abortions. Priestly, writing 
in 1887, estimated that one abortion occurred to 
every four pregnancies. A special Committee on 
Criminal Abortions in the State of Michigan esti- 
mated that approximately 1-3 of all the pregnancies 
throughout the country ended in abortion, which 
they believed approximated not less than 100,000 
yearly. The financial costs and social distress and 
moral effects of this large number of abortions are 
beyond approximation. 

Modern gynecology on its surgical side is re- 
splendent with achievement. The extent to which 
surgical procedure is required for the restoration 
of women to normal after childbirth is an indict- 
ment of the medical profession, in so far as their 
responsibility for obstetrics is involved. 

It is generally stated that children are the 
wards of the state. Upon this theory, it properly 
becomes the duty of states to take every possible 
step to protect child-bearing women from incompe- 
tent obstetrical service. The unnecessary hazards 
of pregnancy and labor can be reduced. The fact 
that they are not at a minimal point would indi- 
cate that there has been a marked failure of the 
state to place the proper emphasis upon licensure 
for midwifery. It will not be possible to eliminate 
death nor to do away with mutilation and conse- 
quent disability, but it is most probable that. more 
adequate attention to obstetrical training in col- 
leges will serve to reduce these anti-social effects. 

The Council on Medical Education recommends 
that 180 hours be devoted to the study of obstetrics, 
exclusive of the time necessary to take charge of 6 
labor cases. The Association of American Medical 
Colleges has no higher standard for practical work 
but demands that students witness at least 12 cases 
and personally take charge of 3 women during the 
period of pregnancy, labor, and the puerperium. 
These standards are low. They are insufficient for 
giving proper obstetrical experience to medicai 
students. 
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Under our present system of medical education 
and.licensure it is still possible-for poorly trained 
men to take up the practice of medicine. The sad 
effects of their unscientific and ineffective training 
are particularly manifested in the unsatisfactory re- 
sults of their practice upon parturient women and 
infants. 

The very beginning of life presents the finest op- 
portunity for manifesting an earnest, conscientious, 
social spirit. If this were recognized by the medical 
profession, particularly that part of it whose par- 
ticular interests are limited to the specialties of ob- 
stetrics and gynecology, they would make concerted 
action for the improvement of obstetrical training 
‘in our medical colleges. It is possible for physi- 
cians to institute their own reforms. 

If the preliminary qualifications for the practice 
of obstetrics are too low, the remedy lies in rais- 
ing the standards. If practical experience is too 
limited, the problem may be solved through devising 
greater opportunities for supervised practical ob- 
stetrical work. In the last analysis, the responsibil- 
ity of obstetrical work in this country rests upon 
the medical profession. The leaders in this move- 
ment for the betterment and reform should be the 
intelligent, capable, trained obstetricians and gyne- 
cologists. 


Book Reviews 


Disorders of the Sexual Function in the Male and 
emale. By Max Hiuner, M.D., Chief of Clinic, 
Genito-urinary Department, Mt. Sinai Hospital Dis- 
pensary, New York City; formerly Attending Genito- 
urinary Surgeon, Bellevue Hospital, Out-patient De- 
partment; Member American Urological Association, 
American Medical Association, New York Urological 
Association, etc.; Author of “Sterility in the Male and 
Female and its Treatment.” Small octavo; 318 pages. 
Philadelphia: F. A. Davis Company, 1916. 


In his recently published book on Sterility Hiihner gave 
us a work based on painstaking investigations and original 
observations. In the present volume he has also em- 
bodied his personal experiences in a serious and ample 
study of the various disorders of the male and female 
sexual function, omitting the sexual degeneracies. It is 
a practical little treatise, well written and very interest- 
ing, planned to bridge the gap between the neurologists, 
who have neither the experience nor the facilities for con- 
ducting urethroscopic examinations, and the genito-urinary 
specialists who, occupied with the surgical problems of the 
bladder, prostrate and kidney and with genital infections, 
have—most of them—little interest in or sympathetic un- 
derstanding of these other disorders of the sexual func- 
tion. 

We have found this a very readable book, based on an 
obviously common-sense as well as scientific appreciation 
of the pathology and management of the conditions de- 
scribed. These are Masturbation, in its various phases in 
both sexes, impotence, organic, functional and psychic, 
pollutions, priapism, satyriasis, nymphomania, frigidity, 
vaginismus, absence of female orgasm, enuresis, conse- 
quences of witixdrawal and some unusual forms of sexual 


neuroses. There is also a very good chapter on continence. 

Hiihner quotes authorities freely—and disagrees with 
many of them boldly. He states his own opinions logically 
and convincingly. Thus, he puts squarely up to the physi- 
cian the responsibility for the evil consequences of ad- 
vising or even hinting at sexual intercourse for the cure 
of masturbation. In his chapters on masturbation he takes 
a middle ground between those who attribute all sorts of 
diseases and disorders to this practice, and those who pooh- 
pooh it as harmless. Hithner regards the continued in- 
dulgence in masturbation as a disease that is quite curable 
—chiefly by local treatment, and without the necessity for 
abandoning continence. 

Whether or not those who have studied sexual dis- 
orders will agree with all of Hithner’s conclusions, they 
will, as will the profession generally, find interesting and 
helpful this well considered, sincere and earnest work, 
based on serious clinical study and written, not as a pro- 
found and exhaustive treatise, but as a scientific and sym- 
pathetic exposition of the essential factors in the com- 
moner disorders of the sexual function. 


The Practice of Obstetrics: Designed for the Use of 
Students and Practitioners of Medicine. By J. Cuir- 
TON Encar, Professor of Obstetrics and Clinical Mid- 
wifery in the Cornell University Medical College; 
Visiting Obstetrician to Bellevue Hospital, New York 
City; Surgeon to the Manhattan Maternity and Dis- 
prot: Consulting Obstetrician to the New York 

aternity and Jewish Maternity Hospitals. Fifth 
Edition. Twenty-second Thousand. Large octavo; 
1,067 pages; 1.316 illustrations, including five colored 
plates and 34 figures, printed in colors. Philadelphia: 
P. Braxiston’s Son & Co., 1916. $6.00. 


The present revised editicn contains in addition to the 
almost encyclopaedic text of its predecessors, new matter 
on Painless Labor and Twilight Sleep, Pituitary Extract in 
Uterine Inertia, and the Artificial Feeding of Infants. 
The same spirit of conservatism in obstetrics is reflected 
in the fifth edition; it is especially observed when dealing 
with Twilight Sleep. Edgar’s sixth conclusion bearing 
upon this much agitated procedure in obstetrics is char- 
acteristic of his attitude as teacher and practitioner of the 
obstetric art. “The present is not an era of meddlesome 
midwifery,” he says; “it is an age of conservatism in 
obstetrics, and surgery as well. Today we obstetricians 
aim at a natural, a physiological termination of labor. 
In my opinion, the method under discussion lessens the 
number of such natural terminations by prolonging the 
labor, demanding more frequent artificial deliveries, and 
by occasionally causing the death of a fetus.” 

The excellence of the text-book needs no further com- 
ment. The book has deservedly attained its nation-wide 
popularity as a comprehensive and modern work dealing 
with obstetric principles and practice. 


A Text-Book of Practical Gynecology. By D. Top Gu- 
LIAM, D., Emeritus Professor of Gynecology in 
Ohio State University College of Medicine; Gynecolo- 
gist to St. Anthony and St. Francis Hospitals; Con- 
sulting Gynecologist to Park View Sanitarium, Colum- 
bus, Ohio, etc.; and Eart M. Gitt1am, M.D., Pro- 
fessor of Diseases of Women in the Ohio State Uni- 
versity, etc. Fifth Edition. Octavo; 681 pages; 366 
illustrations. Philadelphia: F. A. Davis Co., 1916. $5. 


The present volume, the fifth revised edition of Gil- 
liam’s Gynecology, is with numerous small changes, all 
chiefly with the view of enhancing the practical nature 
and value of the text-book, essentially the same as its 
predecessor. The author still adheres to the plan of not 
including citations from authorities and of dispensing: 
with bibliographic references. Moot questions have been 
given scant attention, and scientific methods in classifica- 
tion and arrangement have not been strictly adhered to 
whenever “in my judgment, a plain connected narrative 
would render the text more intelligible.” Gilliam’s own 
frank statement represents the true plan and scope of his 
text-book. There is no doubt that he has been faithful 
to his design. The book reflects the practice and teach- 
ing of a practical teacher and gynecologist. Undoubtedly 
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there still are a great many who do not desire to be bur- 
dened with the matter which has been excluded from this 
book. For the busy practitioner, but hardly the student, 
this book has a great sphere of usefulness. Especially is 
this true of the last ten chapters dealing with diseases of 
the bladder, kidneys, ureters and rectum. 


Progress in Surgery 


A Résumé of Recent Literature. 


Significance of the Ammonia Coefficient in Obstetrical 
Work. James R. Garner, Birmingham, Ala. South- 
ern Medical Journal, October, 1916. 


GarBER concludes: 

1. The imperfect reaction of the maternal organism to 
the growing ovum is the usual predisposing factor in all 
cases of vomiting in pregnancy. 

2. Reflex or neurotic influences are usually the exciting 
factor. 

3. True toxemic vomiting is accompanied by serious 
changes in metabolism. 

4. A high ammonia co-efficient is merely a danger signal 
and is always to be considered in connection with the 
clinical symptoms. This is especially applicable to high 
co-efficient. 

6. A.low ammonia co-efficient indicates neurotic vomit- 
ing and is readily treated by suggestion. 


7. Where there are slight variations of and a persis- 
tently high ammonia co-efficient, a positive diagnosis of 
toxemic vomiting is indicated. When the ammonia co- 
efficient curve has wide variations, sometimes falling to 
a low percentage, and is associated with pronounced ner- 
vous influences, there is little doubt that one is dealing 
with neurotic vomiting. 

8. Chloroform produces characteristic lesions of the 
liver, and therefore should not be used as the anesthetic. 
The best anesthesia is nitrous oxid oxygen. 


9. The determination of the non-coagulable nitrogen 
co-efficient assists in differentiating renal from hepatic 
conditions. Its chief use is to indicate the extent of renal 
involvement. 


The Role of the Anteposed Uterus in the Causation of 
Backache and Pelvic Symptoms. Henry T. Hut- 
cHINS, Boston. Journal of the American Medical 
Association, September 23, 1916. 


Hutchins combats the common notion that the cause of 
low backache and pelvic drag is the retroposition of the 
fundus, and discusses the anatomy of the parts, and his 
investigations as to the real cause of the symptoms com- 
plained of. He finds it necessary from his observations 
and studies to consider only one factor, and that is the 
posterior descent of the cervix. Whether the fundus is 
forward or backward plays but a minor part in the pro- 
duction of the symptoms. As a result of his studies he 
has been led to suspend many anteposed uteri in which 
he found this descent, and has obtained excellent results. 
He does not advise suspension of every uterus, but he no 
longer hesitates to suspend one simply because there is 
no retroposition of the fundus or to suspend a retroposed 
uterus simply because of that fact. He pleads for the 
recognition of a neglected class of cases, namely the ante- 
posed uterus in descent causing the symptoms of retro- 
position, and also for the careful differentiation of cases 
which need suspension before any operation is performed. 


Pelvic Massage. FerpinaANp Hers, Chicago. The New 


York. Medical Journal, September 30, 1916. 


_ Pelvic massage should occupy a more important place 
in the diseases of women. Massage is r ized as one 
of our good palliative or curative measures that are at the 
service of the body where they are easily accessible. It 
should, therefore, be of value in pelvic conditions. 


Pelvic massage’ requires a high degree of knowledge 
and skill, and above all, fingers that are long enough to 
reach the pelvic organs. 

A large percentage of gynecological cases can be success- 
fully treated by massage. Postoperative pelvic adhesions 


and chronic shortening processes within the ligaments— 
these conditions particularly offer a promising field for 
improvement if pelvic massage is properly employed. 


Bladder Symptoms in Women with Special Reference 
to Associated Gynecologic Pathology. I.C. Rusin, 
New York. The Urologic and Cutaneous Review, 
September, 1916. 


Rubin states that out of every ten women suffering 
with gynecological symptoms three or four at least also 
complain of urinary disturbances. Many patients come 
to the gynecologist with bladder trouble as their chief 
complaint. The symptoms are frequency, dysuria, incon- 
tinence (complete or relative), hematuria, and pain. 

A careful personal history, and careful physical exam- 
ination are imperative, as well as the routine instrumental 
examinations. The important point to be established is 
whether a gynecological condition be present and whether 
or not the bladder symptoms are secondary to this con- 
dition. The author cautions particularly against the error 
of blaming a retroflexion or anteflexion for bladder symp- 
toms. All other possible etiological factors should be 
ruled out before these two conditions are held responsible 
for vesical trouble. 

In addition to the intraabdominal process, which may 
be the cause of bladder complaint, one must rule out all 
intravesical conditions including those of the urethra 
and ureters. 


The Extended Operation for Carcinoma of the Uterus. 
REUBEN PETERSON, Surgery, Gynecology and Obstet- 
rics, September, 1916. 


Peterson discusses the relative value of the extended 
operation for carcinoma of the uterus as an ultimate life- 
saving measure. Of 51 patients operated upon five or 
more years ago, 27 patients were alive and well—that is 
56.2 per cent. of all cases operated upon—while 69.2 per 
cent. of all those surviving the operation were alive after 
five years. The primary mortality from this operation is 
still quite high in spite of attempts to educate the public 
with the object of getting cases early for operation. The 
great difficulty is that the lesion is more widespread than 
can be determined by the most careful preoperative ex- 
amination. The primary mortality in Peterson’s series of 
59 cases was 25.4 per cent. The cautery method in his 
hands proved valueless except as a palliative procedure in 
58 cases. Of 124 cases seen by him in the university and 
private clinics, Peterson concluded that 36 cases were so 
far advanced that nothing was done or operation was 
refused. In spite of the high primary mortality, however, 
the radical extended operation is the only one, with the 
possible exception of the extended vaginal operation, which 
holds out any reasonable promise of a permanent cure. 
Of his whole series there are 18 patients who are alive 
and well five to thirteen years after they were operated 
upon. 


X-Ray Treatment of Uterine Hemorrhage. Rosert T. 
Frank, Surgery, Gynecology and Obstetrics, Septem- 
ber, 1916. 


The Roentgen-ray produces amenorrhoea by destroying 
the ovarian follicular apparatus, or oligorrhoea by partial 
destruction of follicles. The resulting menopause symp- 
toms correspond in character and degree to those of the 
postoperative menopause. The choice lies between two 
methods of application: (a) the fractional, weak, requir- 
ing prolonged use, but readily controllable; (b) the inten- 
sive—massive, more rapidly producing amenorrhoea. In 
any event, we are able to exert graded effects upon the 
ovary, so influencing the menstrual cycle in degrees vary- 
ing from slight inhibition to permanent destruction of 
functions. ‘It causes also fibroid tumors to diminish in 
size or to disappear by directly influencing them. Obsti- 
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nate cases of hemorrhage in adolescents can be cured by 
the rays. Only such cases, however, as have resisted all 
other forms of therapy should be selected for its action. 
Preclimacteric functional hemorrhages are readily cured 
by the production of the menopause. Malignancy must, 
however, be excluded and preliminary diagnostic curettage 
resorted to. Complicated cases should also be excluded, as 
serious and sometimes fatal mistakes may occur. In pa- 
tients with serious heart lesions, nephritis cr pulmonary 
trouble, or in the hyperneurotic, preference should be 
given to the x-rays. In properly selected cases, Frank be- 
lieves there will be 5 to 10 per cent. of cases of fibroids 
requiring interference; the choice between operation and 
roentgen therapy may be left to the patient. 


Fetal and Placental Syphilis. By E. D. Pass, Ameri- 
can Journal of Obstetrics, October, 1916. 


In a study of 75 placentae, Plass concludes that: 
(1), the syphilitic placenta is characterized by increased 
weight and size, abnormal proliferation of the stroma 
cells and an obliterative endarteritis and endophlebitis; 
for practical purposes the changes are specific and offer 
very strong evidence of the presence of fetal syphilis, 
whereas their absence does not exclude the disease. (2) 
The demonstration of the treponema pollidum in the fetal 
tissues affords an absolute diagnosis of lues, but the 
failure of demonstration proves nothing. (3) There are 
many discrepancies between the histopathological findings 
in the placenta and fetal tissues and the maternal Was- 
sermann reaction and complement-fixation test on the 
mother is of less value in accurately diagnosing fetal 
syphilis than the other two methods. (4) The diagnosis 
of fetal syphilis should be attacked from all points and 
absolute reliance should not be placed upon any one 
method of diagnosis. 


Cystitis Senilis Feminarium. By Freperick R. CHart- 
Ton, Surgery, Gynecology and Obstetrics, October, 
1916. 


Cystitis Senilis feminarum is a name given by the late 
Dr. Charlton to a condition of the bladder peculiar to 
women who have long passed the stage of menopause. 
The ages of the patient suffering with this condition are 
nearer 70 than 50. In one out of 50 cases in the author’s 
experience the bladder picture as described occurred in 
a patient of 38 years. But this patient had had one child 
and had not menstruated for 13 years. Clinically there 
is undue frequency of urination with tenesmus and burn- 
ing. Loss of sleep and much worry attend the acute 
stage which may last from several weeks to months. 
There follows a stage of comparative comfort. Recur- 
rences are common. The cystoscopic picture is character- 
istic. Vesiculo-papular elevations, usually discrete on a 
deeply injected mucosa, more or less sharply defined from 
the healthy mucosa are to be seen at the height of the 
attack. The vesicles may become purulent and break. 
In the interval stage there is a scattered number of flat 
pigmented and ecchymotic patches. The pathology is prob- 
ably the same as that of senile vaginitis and senile proc- 
titis. In the author’s cases these lesions were almost 
invariably found associated with the bladder changes. 


Puerperal Gangrene of the Extremities. By ArtHur 
Stern, Surgery, Gynecology and Obstetrics, October, 
1916. 


Two cases of gangrene of the extremities are reported 
by Stein as occurring during the puerperium. In one 
case one lower extremity became gangrenous following 
an abortion at 3 months. A foul-smelling fetus was 
spontaneously expelled; temperature between 104 degrees 
and 105 degrees for seven days necessitated a curettage 
which was performed on the seventh day post-abortum. 
‘Some placental tissue was removed. Seven days later 
the patient had pains in right leg and swelling, and three 
days later coldness, cyanosis and loss of pulsation of 
the dorsalis pedis artery; in other words, typical begin- 
ning gangrene. Amputation of the leg below the knee 
was imperative and the patient then made a good re- 


covery. The second case was one of bilateral fatal gan- 
grene of the lower extremities ensuing upon spontaneous 
puerperal infection, the patient having gone to labor at 
term. According to Stein, 76 authentic cases of puerperal 
gangrene have been reported in the literature. 


The Wassermann Reaction in Gynecology. By Pxuir 
F. and Joun A. Kotmer, American Journal 
of Obstetrics, October, 1916. 


The need of routine Wassermann tests in gynecological 
diagnosis is emphasized by Williams and Kolmer. In 
spite of negative history and the failure to find other 
clinical evidence of syphilis, the Wassermann reaction 
may be positive on one or more occasions and indicate 
the presence of a latent syphilis which should be treated 
Thus in the child-bearing age with a positive Wasser- 
mann reaction the patient should receive anti-luetic treat- 
ment. This is necessary even though the symptoms com- 
plained of by the gynecologic patient may be sufficiently 
accounted for by a definite pelvic lesion. The cardio- 
vascular changes that have been recognized as associated 
with fibromyomata of the uterus may in reality be due 
to a latent underlying syphilis. Routine examination of 
the vagina and cervix in patients during the early stages 
of syphilis may reveal a far greater proportion of pri- 
mary lesions than have been recorded. 

In the 300 cases of gynecological and -obstetric patients 
studied by the authors, they found positive Wassermann 
reactions in 22.6 per cent. This percentage corresponds 
closely with the generally accepted incidence of syphilis 
in adults. In still-births the percentage of positive Was- 
sermann reactions was 75, in rectal disease 50 per cent.; 
amenorexhea, 50 per cent.; habital abortion, 50 per cent.; 
pelvic inflammatory disease, 36 per cent.; sterility, 33 
per cent.; abortion and miscarriage, 29 per cent.; metron- 
hagia, 20 per cent.; myomata of the uterus, 16 per cent.; 
gonorrheal vaginitis, 10 per cent.; pregnancy, 17 per cent. 


Examination of Semen with Special Reference to its 
Gynecological Aspects, By Wurm H. Cary, 
American Journal of Obstetrics, October, 1916. 


Cary has made a very elaborate and careful critical 
study of the semen in sterility in the light of the work 
that has been done by others. He emphasized the great 
percentage of barren marriages in which the cause of 
the sterility is in the male. To operate upon a patient 
or subject her to exhaustive gynecologic treatment with- 
out investigating the reproductive powers of the husband 
is neither fair nor scientific. Prognosis must depend 
largely on the relative potency or impotency of the male 
whether the deficiency lie in the spermatogenesis or in 
the act of copulation. The semen is collected in a suit- 
able receptacle, preferably by placing the condom in a 
small wide-mouthed jar tightly corked and in turn sus- 
pended in a larger jar of warm water or in a thermophor. 
It is to be transported as soon as possible to the gyne- 
cologist, who should be prepared to make immediate 
microscopic examination. Another method, when feasible, 
is to place the condom into the vagina and prevent its 
escape by a tampon. It is also of value if the semen is 
examined by removing it from the vagina, normal coitus 
having obtained. The high power lens is necessary to 
examine the specimen. 

‘The determination of efficiency of her spermatozoa de- 
pends on the degree of oligospermia, the percentage of 
imperfect spermatozoa—whether immature or deformed; 
the. percentage of the cells that are motile—whether slug- 
gish or lively; and finally, the length of time activity 
persists. Complete study must include, before giving an 
unfavorable prognosis, an inquiry into the physiological 
affinity of the male and female secretions. Observations 
show a direct relation between the vigor of the individual 
and the potency of the semen. ; 

Treatment is generally a genito-urinary problem. A 
large proportion of cases is improved by measures which 
better the general health and sexual hygiene. Twenty- 
five per cent. efficiency warrants artificial impregnation ; 
fifty per cent. efficiency justifies correction of a definite 
pathologic condition in the female. 
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